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SMOOTH MUSCLE TUMORS OF THE STOMACH 


JOHN E. SKANDALAKIS, M.D., STEPHEN W. GRAY, Ph.D., and 


LEIOMYOMA AND LEIOMYOSARCOMA of the stom- 
ach are rare enough that few if any surgeons will 
have wide experience in their diagnosis and 
treatment. Yet smooth muscle tumors are seen 
often enough that they must be considered in 
any differential diagnosis of stomach complaints. 
The pathologic changes and prognosis of these 
tumors differ so markedly from those of gastric 
carcinoma that the abdominal surgeon needs to 
be familiar with them. He may thus be prepared 
to handle the few cases he will encounter. Our 
interest in this subject was stimulated by en- 
countering two leiomyosarcomas of the gastro- 
intestinal tract within 15 days. 

Although many earlier authors have empha- 
sized the rarity of gastric smooth muscle tumors, 
especially in comparison with gastric carcinoma, 
it has slowly become apparent that they are 
more common than was once believed. Chaffin 
in 1938 reviewed 363 cases of gastric smooth 
muscle tumors reported since their discovery by 
Morgagni in 1762. The additional cases of gas- 
tric smooth muscle tumors that have been re- 
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ported since Chaflin’s review in 1938 are sum- 
marized here, together with 24 unpublished 
cases from Atlanta hospitals. 


HISTORY 


A gastric leiomyoma was first described by 
Giovanni Battista Morgagni in the year 1762. 
The malignant form was first reported in 1847 
by Bruch. Although these tumors were probably 
seen and diagnosed at autopsy from time to 
time, it was not until Virchow redescribed and 
classified them into internal or submucous and 
external or subserous types that case reports be- 
gan to appear in the literature. Enough was 
known by 1890 that Kuntze attempted the first 
surgical removal of a smooth muscle tumor from 
the stomach, although without success. Five 
years later, Von Erlach performed the first satis- 
factory removal. 

With the discovery of roentgen rays, such 
operations became frequent, and in 1914 Forni 
assembled and evaluated all of the cases re- 
ported up to that time. The surgeon received an 
additional diagnostic aid in 1922 when Schindler 
(172) first used the gastroscope for diagnosis of a 
benign tumor of the stomach. In 1938 Chaffin 
collected 280 cases of leiomyoma and 83 cases of 
leiomyosarcoma from the world literature. Al- 
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most twice as many cases have appeared in the 
literature in the twenty years since Chaffin’s 
review, with an increasing proportion of the 
malignant form. 


MATERIAL 


The authors review 424 cases of benign, 201 
cases of malignant, and 5 cases of borderline 
smooth muscle tumors of the stomach reported 
in the accessible world literature from 1938 to 
1958. Fifteen cases of benign and 9 cases of 
malignant smooth muscle tumors of the stomach 
observed in Atlanta hospitals, which will be 
presented elsewhere, are included. 

These 654 cases, with Chaffin’s 363 cases prior 
to 1938, bring the reported cases to a total of 
1,017 from the discovery of the tumors through 
1958. There are, of course, a few reports known 
to have been published that are not included in 
this review. Although they might eventually 
have been located, the time involved would 
have been out of proportion to the results. It is 
probable that these reports would yield about 
3 per cent more cases. 

Four reported cases of each tumor were con- 
sidered unsatisfactory (12, 42, 61, 69, 120, 134, 
173). Three that were considered to be leiomyo- 
mas and one considered to be a leiomyosarcoma, 
were without pathologic specimens. In the re- 
maining cases, although specimens were ex- 
amined, the pathologic report was equivocal. In 
most of the tables, these 8 doubtful cases have 
been omitted from the totals. In all of the other 
cases included in the series, a pathologic speci- 
men was reported to have been taken and a 
positive diagnosis made. 

The terms leiomyoma and leiomyosarcoma 
have been used throughout this paper to desig- 
nate benign and malignant tumors of smooth 
muscle origin. Some authors have used other 
terms, such as myosarcoma, gastric sarcoma, and 
malignant leiomyoma for the malignant tumors. 


ETIOLOGY 


The cause of these tumors is unknown, but 
several theories have been advanced as an ex- 
planation for their development. Virchow 
thought that inflammatory stimulation of smooth 
muscle tissue might produce leiomyomas, while 
Cohnheim-Ribbert believed that embryonic cell 
rests within the smooth muscle of the gastric wall 
or its blood vessels were the origin of these 
tumors, and that inflammation was not a causa- 


tive factor. McLaughlin and Conlin stated that 
chronic gastritis resulted in thickening and 
lobulated swelling of the gastric mucosa causing 
smooth muscle tumors. Possibly with Cohnheim. 
Ribbert’s views in mind, Ewing thought that a 
congenital anomaly must be sought. D’Aunoy 
and Zoeller stated that there is little doubt that 
sarcomatous change can and does occur oc. 
casionally in a benign gastric ulcer; this theory 
is supported by Marvin and Walters and by 
Golden and Stout. It will be discussed more fully 
later. 

There is very little evidence of a hereditary 
tendency toward gastric smooth muscle tumors, 
In 40 cases the family history was recorded. Fif. 
teen or 37.5 per cent had a record of cancer. The 
authors do not believe that negative cases are 
sufficiently recorded, however, to make this per- 
centage significant. 


INCIDENCE 


Since more than one thousand cases have been 
reported, smooth muscle tumors of the stomach 
are obviously not as rare as they were once con- 
sidered. The frequency of these tumors varies 
widely in different reports. Careful examination 
of the stomach at autopsy in routine cases re- 
veals a high incidence. Meissner reported that 
they occurred in 46 per cent of autopsies in Bos- 
ton, but most of these tumors were small and not 
clinically significant. According to Marshall 
(123), the incidence of smooth muscle tumors of 
the stomach is approximately 2.47 per cent of 
all gastric tumors. Of 1,700 gastric tumors for 
which operation was performed at the Lahey 
Clinic, 28 leiomyomas and 16 leiomyosarcomas 
were found. 

Clinically, the incidence of smooth muscle 
tumors is variously reported, but the consensus 
would seem to indicate that leiomyomas com- 
prise approximately 40 per cent of all benign 
gastric tumors and leiomyosarcomas 25 per cent 
of all the gastric sarcomas. Sarcomas, however, 
form only 2 per cent of malignant neoplasms of 
the stomach. Giberson’s statement to this effect 
is borne out by Thompson and Oyster who found 
7 leiomyomas in 26 gastric sarcomas, an inci- 
dence of 26.9 per cent. In Argentina 8 of 54 be- 
nign tumors were leiomyomas (495). Several es- 
timates of frequency are given in Table I. 

Schindler (173) stated that since the ratio of 
gastric sarcoma to gastric carcinoma is 1 to 100, 
only one leiomyosarcoma should be expected 
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TABLE I.—FREQUENCY OF SMOOTH MUSCLE 
TUMORS 
Benign _—Leiomyo- 
Authors gastric tumors mas Per cent 


Eliason and Wright 321 57.3 
Collins and Collins 539 40.1 
Minnes and Geschickter 341 38.7 
Thompson and Oyster 22 2423 


Totals and average estimate of 
1,223. 41.7 


Malignant Leiomyo- 
gastric tumors sarcomas Per cent 


Marshall and Aronoff 2 0.44 
Marvin and Walters 1 0.16 
3 2.94 


Totals and average estimate of 
frequency 6 0.51 


for every one thousand cases of gastric carcino- 
ma. Marvin and Walters found the ratio at the 
Mayo Clinic to be 1 to 625. Of the gastrointes- 
tinal leiomyosarcomas, however, more than 60 
per cent appear in the stomach (73). 


AGE AND SEX DISTRIBUTION 


Both benign and malignant tumors may occur 
at any age. Golden and Stout mentioned a leio- 
myoma in a boy 2 years old, and Morton re- 
ported a case in a woman operated upon at age 
85 who was alive 6 years later. About 84 per cent 
of leiomyoma patients in this review were more 
than 30 and less than 70 years of age, and 28 per 
cent were in the fifth decade of life. The compar- 
able figures for leiomyosarcoma were 82 per cent 
and 31 per cent, respectively. These patients 
were slightly younger than those having carci- 
noma of the stomach. 

There is no evidence that there is any appreci- 
able difference in the age incidence of the benign 
and malignant tumors. There are slightly more 
cases of the latter in the 60 to 69 year group, but 
this is probably not significant. The distribution 
in 319 cases reported from 1938 to 1958 and in 
24 Atlanta cases is shown in Table II. Age 
distribution is also shown in Figure 1. 

While it is impossible’ to know at what age 
these tumors arose or how long they had existed 
before coming to the attention of either patient 
or surgeon, the relation between tumor size and 
age of patient does not support the view that 
tumors in elderly patients are of longer standing 
than those in younger ones. The very largest 
tumors are found in neither the oldest nor the 
youngest age group. As many of the tumors, 
even large ones, produce no symptoms, absolute 
proof of age incidence is lacking. 


TABLE II.—AGE AND SEX DISTRIBUTION 
——Leiomyosarcoma__ 
Male Female Total Male Female Total 


2 2 4 0 3 3 
2 4 10 
14 9 16 
18 18 26 
24 27 46 
27+1* 21 33 
9 7 14 
2 5 3 
93 151 


*Sex not stated. 

Four borderline cases are included under leiomyoma. The 3 cases in 
which both tumors were present are included with leiomyosarcoma. 
TABLE III.—DISTRIBUTION OF LEIOMYOSARCOMA 


ACCORDING TO SEX 
Per cent 
Authors Males Females of males 


Chaffin, 1762-1938 21 37.5 


Thompson and Oyster, 1950 3 42.9 
Giberson et al., 1954 23 57.5 
Other cases reviewed, 1938-1958 ... 90 63.4 
Unpublished cases 55.6 


Totals, 1938-1958 61.1 


There is general agreement that leiomyomas 
are equally distributed among men and women. 
Leiomyosarcomas, however, show a marked pre- 
dilection for males. Chaffin found that leiomyo- 
sarcomas had a predilection for females, but 
others since then have reported more in males. 
Among the 150 cases reviewed in which sex was 
stated, 55 were women and 95 were men. In the 
authors’ cases there were 5 males and 4 females. 
Relative percentages from several sources are ex- 
pressed in Table III. The differences between 
the pre-1938 cases and the post-1938 cases can- 
not be reconciled. There may have been a 
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Fic. 1. Comparison of age distribution of patients with 
leiomyoma and with leiomyosarcoma. 


10-19. ..... 
40-49...... 
60-69...... 
50 
40 ‘ 
H 
\ 
30 
20 \ 
; 
10 


212 International Abstracts of Surgery » March 1960 


34.2% 


149 CASES PLUS 
33 NOT SPECIFIED 
3 NOT CONFIRMED 


149 CASES PLUS 
33 NOT SPECIFIED 
3 NOT CONFIRMED 


WA's CASES PLUS 
29 NOT SPECIFIED 
3 NOT CONFIRMED 


Fic. 2. Site of gastric leiomyomas in 185 cases. 


shift in the incidence with the passage of time, or 
there may be unknown factors affecting the 
publication of cases. At present it would seem, 
however, that almost twice as many men as 
women are afflicted with leiomyosarcoma. 


LOCATION 


Neither tumor showed a marked predilection 
for any specific region of the stomach, although 
in smaller series they have sometimes been re- 
ported to have occurred more frequently in one 
portion than in another. Roughly 40 per cent of 
the smooth muscle tumors in this series occurred 
in the body of the stomach, and the remainder 
were divided between the two ends, with a few 
more in the cardial and fundic region than in 
the antrum and pylorus. The curvatures were as 
frequently involved as were the anterior and 
posterior walls (Figs. 2 and 3). Leiomyosarcomas 
were almost equally divided between exogastric 
(subserosal) and endogastric (submucosal) sites. 
In contrast, however, endogastric leiomyomas 
were nearly twice as frequent as were exogastric 
ones. More of the intramural tumors were benign, 
probably because leiomyomas tend to be small- 
er. Tumors of more than 10 centimeters in diam- 
eter invariably cease to remain intramural. They 
bulge toward the lumen of the stomach and be- 
come endogastric, or toward the outside and be- 
come exogastric. Fewer than 10 per cent bulged 
in dumbbell or hourglass fashion toward both 
interior and exterior (Fig. 4). 

The endogastric tumors were not more fre- 
quently near the orifices of the stomach than 


CASES PLUS 

NOT SPECIFIED 

NOT CONFIRMED 
ALL THREE REGIONS 


110 CASES PLUS 

20 NOT SPECIFIED 

3 NOT CONFIRMED 
12 ALL THREE REGIONS 


Ne CASES PLUS 
11 NOT SPECIFIED 


3 NOT CONFIRMED 
2 WHOLE STOMACHS 


Fic. 3. Site of gastric leiomyosarcomas in 145 cases. 


elsewhere, but the exogastric tumors were more 
frequently situated in the fundus, body, and an- 
trum than in the cardia or pylorus. The distribu- 
tion of leiomyomas and leiomyosarcomas with re- 
lation to the orifices of the stomach is shown in 
Table IV. In spite of this distribution, only 10 
patients reported symptoms of obstruction. Of 
these, 8 had tumors situated in the cardial end of 
the stomach and 2 in the pyloric end. Conversely, 
Collins and Collins reported 85 per cent of post- 
mortem leiomyomas in the cardia and 65 per 
cent of surgical leiomyomas near the pylorus. 

This distribution differs greatly from that of 
the postmortem specimens collected by Golden 
and Stout. Of 20 silent leiomyomas found at 
autopsy, only three were as large as 1 centi- 
meter in diameter. Of these, more than one-half 
were in the pyloric end of the stomach and the 
least number in the cardia. More tumors were 
found on the lesser than on the greater curva- 
ture, and more were on the posterior than on the 
anterior wall. 


SIGNS AND SYMPTOMS 


No specific symptoms or clinical signs are 
pathognomonic for smooth muscle tumors of the 
stomach. In the order of frequency, the following 
symptoms are encountered: (1) hemorrhage 
(with or without anemia); (2) pain, or discom- 
fort; (3) palpable mass; (4) weight loss; (5) 
weakness; and (6) peptic ulcer syndrome. 

Hemorrhage alone or in combination with 
other symptoms was recorded in 55.9 per cent of 
leiomyomas and in 52.1 per cent of leiomyosar- 
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ENDO GASTRIC 


ENDOGASTRIC 


ULCERATED 


LEIOMYOMA = (35) — 25.4% 
LEIOMYOSARCOMA (16) —15.7% 


LEIOMYOMA 


ENDO- AND EXOGASTRIC 
(Hourglass or dumbbel| ) 


LEIOMYOMA 
LEIOMYOSARCOMA (11)-10.8% 


LEIOMYOMA (8)——5.8% 
LEIOMYOSARCOMA (8)——7.8% 


LEIOMYOSARCOMA (21) —— 20.6% 


EXOGASTRIC 
ULCERATED 


INTRA MURAL 


(47) — 34.1% LEIOMYOMA (20)-!4.5 % 


LEIOMYOSARCOMA (13)-12.8 % 


EXOGASTRIC 


— 


(7)- 5.1% 
LEIOMYOMA (21)-15.2 % 


LEIOMYOSARCOMA(33)- 32.4 % 


Fic. 4. Schematic representation of six types of smooth muscle tumors with respect to their re- 


lation to the layers of the stomach wall. 


comas. No other symptom was nearly this fre- 
quent. Hemorrhage and pain were associated in 
20.3 per cent of leiomyomas and in 15.6 per cent 
of leiomyosarcomas. All of the first four symp- 
toms were present in only 3 cases, and none of 
the patients had as many as five of the symptoms. 
The various combinations of these symptoms en- 
countered among 301 smooth muscle tumor 
cases are listed in Tables V and VI. A number of 
vague complaints, not always referable to the 
stomach, were frequently present; and several 
patients were entirely asymptomatic, the dis- 
covery of their tumors being accidental. 

Of the chief symptoms listed, pain and weight 
loss seem to be independent of the size of the 
tumor. Pain was slightly more frequent with the 
benign tumors, and weight loss more common 
with the malignant ones. Ulceration seemed 
more common in the smaller tumors, as was 
hemorrhage. This may only mean that tumors 
producing no hemorrhage remain undetected 


until they become large enough to become pal- 
pable. Most of the largest tumors were exogas- 
tric and less likely to produce hemorrhage. Ta- 
ble VII shows the relationship between the size 
of the tumor and the symptoms. 

Even when ulceration of the tumor was grossly 
demonstrable at operation, a history of bleeding 
was not always elicited. Conversely, an intact 
mucosa was often found in patients experiencing 
hemorrhage. 


TABLE IV.—LOCATION OF TUMORS WITH RELA- 
TION TO ORIFICES OF THE STOMACH 


Endogastric Exogastric Both 
Leiomyomas 
Near orifices 
(pylorus, prepylorus, or 
cardia) 


Not near orifices 
(fundus, body, or antrum).. 


Leiomyosarcomas 
Near orifices 
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TABLE V.—SYMPTOMS IN CASES OF LEIOMYOMA 


Associated with Total No. 
Hem- Wt. Weak- of patients 
Symptoms Alone* orrhage Pain Mass loss ness with symptom 
8 4 4 17 
Hemorrhage +pain +mass............ 3 8 


Nine patients had none of the above symptoms and 3 were completely asymptomatic. Some, but probably not all, symptoms were reported from 


176 patients with leiomyoma. 
*Sometimes accompanied by a variety of vague symptoms. 


TABLE VI.—SYMPTOMS IN CASES OF LEIOMYOSARCOMA 


A ted with Total No. 
Hem- Wt. Weak- of patients 
Symptoms Alone* orrhage Pain Mass loss ness with symptoms 
8 31 9 55 
4 6 3 21 
Hemorrhage --mass 4 14 4 24 
Hemorrhage +pain +mass............ 3 0 4 


Four patients had none of the above symptoms. Some, but probably not all, symptoms were reported from 138 patients with leiomyosarcoma. 


p 1 by a variety of vague symptoms. 

Anemia. As in the case of ulceration, anemia 
was often present when there was no history of 
hemorrhage. Forty-one per cent of the leiomyo- 
ma patients and 50 per cent of the leiomyosarco- 
ma patients showed some degree of anemia. Nor- 
mal blood pictures were reported in only about 
10 per cent of cases in each group. It is probable 
that among the large number of cases in which 
no information was given there were many other 
patients whose blood was normal. 


TABLE VII.—TUMOR SIZE AND SYMPTOMS 


——Size of tumor__ 
Less than More than 


10 cm. 70 cm. 
Symptoms Per cent cent 
Leiomyoma 
Leiomyosarcoma 
21.6 65.9 


In some cases the anemia may have existed 
without relation to the tumor, but it is probable 
that most of these patients were losing blood con- 
tinuously in quantities too small for them to de- 
tect. Among these were about 30 per cent of the 
leiomyoma patients and 40 per cent of the leio- 
myosarcoma patients. 

Sixteen patients had a history of bleeding, yet 
showed no anemia. One such patient with leio- 
myoma had experienced bleeding for 15 years. 
It should be mentioned that 6 patients with 
leiomyoma had concomitant peptic ulcers which 
confused the diagnosis. Anemia, hemorrhage, 
and ulceration of the tumor, whether benign or 
malignant, are by no means inseparable, and 
each may exist without the other two (Table 
VIII). 

Frequency of the symptoms is influenced by 
the location of the tumor in the stomach. More 
tumors in the gastric body produced hemor- 
rhage than did tumors in the proximal and the 
distal portions. Among leiomyosarcomas, how- 
ever, fewer tumors of the body produced pain. 
Both benign and malignant tumors of the an- 
trum and pylorus, whether exogastric or endo- 
gastric, seemed to produce pain most frequently. 
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PERCENT PRODUCING 
HEMORRHAGE 


PERCENT PALPABLE PERCENT CAUSING PAIN 


9.8 39.2 


45.0 


Fic. 5. Leiomyomas from each region of the stomach, 
showing per cent producing hemorrhage, palpable mass, 
or pain. 


Only with respect to pain can the authors con- 
firm the suggestion of Covey and Rogers that 
leiomyomas in the distal third cause more 
symptoms than elsewhere; even in this instance, 
the difference is small. Figures 5 and 6 show the 
percentage of tumors in each region of the stom- 
ach resulting in hemorrhage, pain, or palpable 
mass. Differences between exogastric and endo- 
gastric tumors are shown in Table IX. 
Obstruction. Six patients had endogastric leio- 
myomas that caused some degree of obstruction; 
2 were pyloric (2, 41) and interfered with stom- 
ach emptying, while 4, including one in our own 
experience, were cardial or fundic (44, 54, 151) 
and resulted in dysphagia. In one instance (44), 
a large tumor of the cardia resulted in displace- 
ment of the esophagus. One patient (151) suffer- 
ing from dysphagia had a cherry-sized tumor of 
the upper body on the lesser curvature of the 
stomach. It is not obvious why this tumor should 
have produced obstruction, when many larger 
ones in the same area did not in other patients. 
One additional patient (161) was found to 
have a leiomyoma measuring 2 by 3 inches lying 
in the lumen of the jejunum and causing ob- 
struction. This proved to be a pedunculated in- 
tragastric leiomyoma which had broken free of 


_ its attachment in the fundus of the stomach and 


_ lodged in the jejunum. This case suggests the 


possibility that smaller pedunculated tumors 
may occasionally slough through their pedicle 
and pass out unnoticed through the bowel. Such 
cases might account for inexplicable remissions 
of symptoms and changes in roentgenograms. 
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PERCENT PRODUCING 
HEMORRHAGE 


PERCENT PALPABLE PERCENT CAUSING PAIN 


17.6 26.5 


31.0 


Fic. 6. Leiomyosarcomas from each region of the 
stomach, showing per cent producing hemorrhage, pal- 
pable mass, or pain. 


Two patients with endogastric leiomyosarco- 
ma (42, 155) suffered from some degree of ob- 
struction. The authors have seen a third such 
case. All were associated with the cardial orifice. 
One other patient complained of dysphagia 
(19), but this proved to be due to a carcinoma of 
the esophagus coexisting with a large leiomyo- 
ma in the body of the stomach. 

Duration of symptoms. Duration of symptoms is 
not a good indication of the actual history of the 
tumor. Many tumors were silent even though of 
considerable size. Some produced mild symp- 
toms for 25 years or more, while others produced 
a single acute episode resulting in immediate 
surgery. In long standing cases there were some- 
times periods of remission and recurrence of one 
or more symptoms. In some cases it is not known 
whether all of the symptoms were due to the 
smooth muscle tumor present. It is equally im- 
possible to determine whether patients with long 


TABLE VIIT.—ANEMIA 


No Moderate Severe Not 
anemia anemia anemia reported 
Leiomyoma 
Hemorrhage. ......... 9 21 32 38 
Ulceration only........ a a 3 13 
No hemorrhage reported 
or ulceration seen.... 8 6 Ys 35 
Leiomyosarcoma 
Hemorrhage.......... 7 12 32 21 
Ulceration only........ 1 5 6 8 
No hemorrhage reported 
or ulceration seen... . 7 13 5 21 
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TABLE IX.—PERCENTAGE OF TUMORS PRODUCING 
CERTAIN SIGNS AND SYMPTOMS 


Hemorrhage Pain mass 
Percent ‘Per cent Per cent 
Leiomyoma 
Endogastric........... 63.4 52.4 20.7 
Sntramural 55.0 55.0 5.0 
Both exogastric and 
endogastric......... 62.5 12.5 
Leiomyosarcoma 
: 31.8 40.9 68.2 
Endogastric........... 73.0 37.8 24.3 
46.2 15.4 15.4 
Both exogastric and 
endogastric......... 62.5 62.5 37.5 


clinical histories who exhibited leiomyosarcoma 
upon operation may have had symptomatic 
leiomyomas which subsequently degenerated in- 
to leiomyosarcomas. 

In the cases in which the history of the patient 
was available, about 60 per cent of the leiomyo- 
mas and about 70 per cent of the leiomyosar- 
comas manifested themselves for 12 months or 
less before operation. Forty per cent of the 
benign tumors and 50 per cent of the malignant 
ones were of only 6 months’ duration. This is in 
marked contrast to Chaffin’s 1938 series in which 
only 3 per cent were operated upon for symp- 
toms of less than 6 months’ duration, and half 
had given symptoms for more than 2 years. 
Fewer leiomyosarcomas than leiomyomas are of 
long standing, although 2 of the former had 
given symptoms for more than 25 years. 

The relation between the length of time the 
patient had had symptoms and the size of the 
tumor responsible for them is shown in Table X. 
It may be seen that the length of time the patient 
has had symptoms provides the surgeon with 
little evidence as to the size of the tumor he will 
encounter. Perhaps the only safe conclusion 
which may be drawn is that leiomyosarcomas 
tend to grow faster, reach a larger size, and be 
discovered sooner than leiomyomas. 


DIAGNOSIS 


Roentgenography. According to Dawson the 
roentgenographic characteristics of a benign 
gastric neoplasm, and especially of a leiomyoma 
are: the tumor produces a well-defined rounded 
filling defect in the barium filled stomach; the 
tumor is covered by a smooth mucous mem- 
brane; the surrounding gastric mucosa shows 
intact mucosal folds that end sharply at the edge 
of the tumor. Mobility of the tumor is a charac- 
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teristic feature, especially if it is pedunculated, 
and a niche at the apex of the tumor is an jm. 
portant roentgenographic sign usually denoting 
ulceration. Moore observes that the filling de. 
fect of leiomyoma is circumscribed and punched- 
out in appearance, and is usually situated on 
the gastric walls, leaving the curvatures regular 
and pliant. While the rugae in the immediate 
area of the tumor are obliterated, those sur. 
rounding it are normal in their arrangement and 
distribution; there is little or no disturbance in 
peristalsis, and retention is uncommon except 
when the tumor is situated near the pylorus. In 
addition, leiomyoma often reveals a niche, al- 
though there is usually no evidence of an in. 
cisura or spasm as is so frequently seen in benign 
gastric ulceration. Baker and Good and Davidson 
point out that roentgenographic methods do not 
present evidence to distinguish between various 
types of gastric tumors, and particularly between 
benign and malignant tumors. Small leiomyo- 
sarcomas give the same picture, and to differen- 
tiate between them and leiomyomas is probably 
impossible. Abrams (1) has suggested the use of 
the words “‘probably benign’ on the roentgen 
report. 

In spite of the foregoing, the roentgenogram 
gave negative results in 6 cases of leiomyosar- 
coma, although 2 of the tumors were more than 
15 centimeters in diameter. Similarly the report 
was negative in 13 cases of leiomyoma, includ- 
ing 1 of more than 10 centimeters in diameter. 


Abrams reported 2 of 41 leiomyomas were not — 


roentgenographically demonstrable. 
In 35 cases of each type tumor, roentgen find- 


ings were not reported. In some of these the | 


tumor was found only accidentally or at autopsy. 
Excluding these 70 cases, the roentgenographic 
signs together with the clinical findings justified 
a diagnosis, although not always histologically 
correct, which led to surgical intervention in 


91.3 per cent of leiomyomas and 94.6 per cent — 


of leiomyosarcomas. Roentgenograms of the 
stomach with barium should be repeated if clear 
cut defects are not seen, especially when the 
patient complains of upper abdominal pain or 
hematemesis. Frequently the radiologist can 
only suggest the presence of an abnormality 
which must await exploration for further 
clarification. 

Gastroscopy. The first description of a leiomyo- 
sarcoma observed by gastroscopy was made by 
Schindler and Letendre in 1942. As a rule, by 
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this procedure, the leiomyomas are seen as 
smooth, sharply limited tumors with the over- 
lying mucosal folds stretched and_ effaced 
(Schindler’s sign). Generally, in benign as well 
as in malignant tumors, one fails to find by 
gastroscopy any gross criteria upon which to 
base an accurate diagnosis. In none of the 4 cases 
of Schindler and Letendre was the correct diag- 
nosis made by gastroscopy. In all, 20 leiomyo- 
mas and 15 leiomyosarcomas have been ob- 
served gastroscopically. In most cases wherein 
the result of roentgen examination was negative, 
gastroscopy was not carried out. In the one case 
cited (104), the result of three roentgen exam- 
inations had been negative, and diagnosis was by 
gastroscopy. 

In our collected series, leiomyoma was cor- 
rectly diagnosed in 18 or 9.8 per cent of 184 
cases, and leiomyosarcoma in 8 or 5.4 per cent of 
147 cases. Gastric neoplasm was diagnosed in 27 
(14.7 per cent) leiomyomas, and in 16 (10.9 per 
cent) leiomyosarcomas. In 64.1 per cent of the 
benign tumors and 70.1 per cent of the malig- 
nant ones, no clinical diagnosis was reported 
in this series. 

Peptic ulcer was diagnosed in 9 cases of leio- 
myoma and in 7 cases of leiomyosarcoma. Seven- 
teen other preoperative diagnoses were reported 
which included 3 of appendicitis and 2 of chole- 
cystitis. 

Among those cases in which the preoperative 
diagnosis was not given, 10 leiomyomas and 5 
leiomyosarcomas were discovered by accident. 
Of the latter, one was found at autopsy and one 
was found on routine physical examination. One 
patient with leiomyoma collapsed in the street. 
The remainder of the accidental discoveries were 
made in patients in the hospital who were being 
operated upon for a variety of abdominal 
conditions. 

Differential diagnosis. In view of the difficulty 
experienced in distinguishing smooth muscle 
tumors of the stomach from other gastric neo- 
plasms, it seems unlikely that, without new 
diagnostic tests, the surgeon will be in a position 
to distinguish the benign from the malignant 
form with any accuracy. Indeed, one of the 
difficulties in recognizing these tumors at all is 
their very rarity. Most surgeons see them so in- 
frequently that they have little personal experi- 
ence with such tumors, and often do not think 
of them when endeavoring to arrive at the diag- 
nosis of a gastric lesion. 


TABLE X.—DURATION OF SYMPTOMS RELATED TO 
SIZE OF TUMOR 
—-Size of tumor_— 


Less than More than No. of 
10 cm. 10 cm. cases 


Duration of 
symptoms 
Leiomyoma 
1 mo. or less 21 22.8 
32 34.8 
10 10.9 
29 31.5 


92 100.0 


Per cent 


Leiomyosarcoma 
1 mo. or leas........ 18.9 
tot 56.8 
2 yrs. or more 17.6 


100.1 


PATHOLOGY 


Gross characteristics. These tumors originate 
from the smooth musculature of the gastric wall, 
including possibly the musculature of gastric 
blood vessels, and they may occur in any part 
of the stomach. Both benign and malignant 
tumors may be sessile or pedunculated, and 
show considerable variation in size and shape. 
Only 3 cases (7, 81, 160) of multiple leiomyomas 
and 15 cases of multiple leiomyosarcomas have 
been reported. 

Leiomyomas have a firm, rubbery consistency 
and are sometimes quite hard on palpation. Cal- 
cification is uncommon, but not rare, 8 cases 
being included in the present series (71, 89, 105, 
112, 171, 183, 204). In addition, the authors 
have seen a large, well calcified exogastric tumor 
which was asymptomatic in a 71 year old man. 
Cystic degeneration was observed in 4 cases (17, 
35, 71, 180). These benign tumors are usually 
encapsulated, and their color ranges from tan to 
mahogany. 

In contrast, the leiomyosarcomas are larger, 
softer, and may be either solid or cystic. They 
are much less frequently encapsulated than are 
leiomyomas, and their color is reddish-brown, 
yellow, or gray. Two examples of calcification 
are included (3, 130). 

Size of the tumors. Of 109 leiomyomas of which 
the size was given, only 14.6 per cent were 
larger than 10 centimeters in their greatest 
dimension, while 50.6 per cent of the leiomyo- 
sarcomas fell into this class (Table XI). 

The largest tumors found in the cases reviewed 
in this series were leiomyosarcomas, but several 
leiomyomas reached great size. Trafford re- 
ported a painless leiomyoma that was 28 by 19 
by 9 centimeters, Rajasingham and Cooray a 


13 
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TABLE XI.—SIZE OF SMOOTH MUSCLE TUMORS 
109 Leiomyomas 81 Letomyosarcomas 


Size of tumor Per cent Per cent 
than 5 39.4 16.0 
More than 20 cm........ 27 6.2 


painless, 4,080 gram leiomyoma that was 23 by 
16 by 13 centimeters, and Pusinelli reported a 
case in which the leiomyoma was 23 by 19 by 
12 centimeters and there were 1,800 cubic centi- 
meters of fluid. There was pain for only 8 days. 
Crile and Groves reported a 45 by 35 by 15 
centimeter leiomyosarcoma with 4,000 cubic 
centimeters of fluid and Manos a 12,000 gram, 
35 by 25 centimeter leiomyosarcoma. The au- 
thors have seen a leiomyosarcoma of 29 by 22 
by 12 centimeters. It was asymptomatic until a 
week prior to operation. 

The largest tumors previously recorded were 
a 5,500 gram leiomyoma from a 33 year old 
woman reported by von Erlach in 1895, and a 
5,500 gram leiomyosarcoma from a 57 year old 
man reported by Brodowski in 1876. A tumor of 
this same size was also reported by Cantwell in 
1899. Very small leiomyomas of less than 2 milli- 
meters in diameter have been reported from 
autopsies (73, 135). 

The size of the malignant tumors seems to re- 
late more to the age of the patient than to the 
duration of his symptoms. There was a marked 
increase in the percentage of larger leiomyosar- 
comas in patients over 50 years, while among 
leiomyomas this increase was much less striking 
(Table XII). 

Ulceration. Slightly less than half of these 
smooth muscle tumors showed ulceration of the 
overlying mucosa. Specific percentages on ul- 
ceration can be found in Figure 7 and in Ta- 
ble XIII. 

Endogastric tumors were about twice as prone 
to ulcerate as were exogastric tumors. Tumors 


TABLE XII.—SIZE ATTAINED BY TUMORS IN RE- 
LATION TO AGE OF PATIENT 


—~-— Size of tumor. 
Less than 10 cm. More than 10 cm. 

Age of pt., yrs. Per cent Per cent Totals 
Leiomyoma, 

109 patients 

10-49 yrs....... 33.9 5.5 39.4 

50+- yrs........ 51.4 9.2 60.6 
Leiomyosarcoma, 

81 patients 

10-49 yrs....... 21.0 16.0 37.0 

50+ yrs........ 28.4 34.6 63.0 


located in the body of the stomach ulcerated 
much less frequently than did those located in 
the cardia and fundus. Among leiomyosarcoma, 
ulceration of pyloric tumors is greater than those 
of the gastric body, while among the leiomyomas 
ulceration at the pyloric end is the least frequent. 
It should be noted that in some malignant tu- 
mors, central necrosis with cavitation may com- 
municate with the gastric lumen by means of 
the ulceration. 

Elsewhere it has been noted that ulceration 
without hemorrhage and hemorrhage without 
ulceration occur. It is notable that hemorrhage 
was slightly more frequent from tumors of either 
kind when they occurred in the gastric body, 
although the frequency of ulceration there is 
less. Hemorrhage with ulceration occurred in 
62 leiomyomas and 44 leiomyosarcomas, hemor- 
rhage without ulceration in 40 leiomyomas and 
30 leiomyosarcomas, and ulceration without 
hemorrhage in 25 leiomyomas and 21 leiomyo- 
sarcomas. Ten of the patients who had ulcera- 
tion without hemorrhage had no gastrointestinal 
symptoms. 

Perforation. Two leiomyomas (19, 32) and 
seven leiomyosarcomas (13, 19, 73, 86, 123, 133, 
179) perforated. Five of the patients died with- 
out operation, and one died at operation. In 
addition, one patient showed evidence at opera- 
tion of an old, spontaneously healed perforation 
(19), and another patient died of peritonitis 
without demonstrable perforation of his tumor 
(26). In one of the authors’ cases, an acute 
abdominal condition was found to be the result 
of torsion and subsequent gangrene of the 
pedunculated exogastric leiomyosarcoma. 

Microscopic characteristics. The chief point of 
differentiation between benign and malignant 
smooth muscle tumors of the stomach is the 
amount of cellular activity seen microscopically. 
Leiomyosarcomas present frequent mitoses, pleo- 
morphism of the nuclei, and polycellular areas. 
The differential diagnosis between leiomyoma 
and leiomyosarcoma often depends on the atti- 
tude and experience of the pathologist. Golden 
and Stout, discussing the problem, stated, “If 
two or more mitoses are seen per high-power 
field, one can feel fairly secure in predicting 
malignancy.” 

Borderline cases. Four of the cases in this series 
have been considered to have been leiomyomas 
with signs of sarcomatous changes (75, 88, 140, 
153). In our tables they have been included 
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with the leiomyomas. Two patients were female 
and two were male, and all were more than 50 
years old. Each case was described by a different 
author. None of the patients had metastases, 
and only one (140) is known to have died; 
death was due to acute alcoholism. This last 
case waS asymptomatic and discovered acci- 
dentally. One tumor was less than 5 centimeters 
in diameter and two were between 10 and 15 
centimeters. All were exogastric, although one 
had an intragastric component as well. 

Golden and Stout are of the opinion that 
there is no clear demarcation between malig- 
nant and benign smooth muscle tumors and 
they mention cases of metastases from histologi- 
cally benign tumors (136). No tumors in the 
present series were so described. 

Recently the authors have seen a patient with 
a leiomyosarcoma of the rectum; this patient 
had had three operations elsewhere within the 
past 3 years with excision of a benign leiomyoma 
from the same area of the rectum that now 
harbored a leiomyosarcoma. Review of the 
sections of the previously excised tumor con- 
firmed the diagnosis of leiomyoma and showed 
no evidence of malignancy. Although there is 
no proof that the leiomyosarcoma arose from 
areas of leiomyoma left in the rectum, or a new 
leiomyoma of the same region, it is strongly 
suggested that in this particular case the benign 
smooth muscle tumor degenerated into a malig- 
nant leiomyosarcoma. Dixon and Kratzer re- 
ported leiomyosarcoma occurring in the stump 
of a stomach 23 years after a subtotal gastrec- 
tomy for leiomyoma in a 33 year old female, and 
Jordan (96) reported a similar recurrence after 
4 years. 

If we take the view of Marshall and Aronoff 
(124) that leiomyosarcomas are the result of 
malignant changes in leiomyomas, it is surpris- 
ing that of 192 leiomyomas and 151 leiomyo- 
sarcomas, only 4 cases showed an equivocal 
picture. This paucity of transitional forms can 
be explained by one or more of the following 
possibilities: 

1, Only a few leiomyomas ever undergo sar- 
comatous change; most leiomyosarcomas arise 
de novo. 

2. The change from benign to malignant is 
relatively rapid so that few tumors are detected 
in transition. 

3. Transition stages are more common than 
the 4 cases indicate, but there is a tendency on 


PERCENTAGE OF 
50.1 <— TUMORS —» 
ULCERATING 


30.0 


a b 


Fic. 7. Leiomyomas (a) and leiomyosarcomas (b) 
from each region of the stomach, showing per cent of 
each type having ulcerated. 


the part of some pathologists to call doubtful 
cases malignant to be safe. 

4. No transition occurs at all, the doubt being 
only in the mind of the cautious pathologist. 

The first and third possibilities seem the most 
probable, but positive proof is lacking. 

Metastases. Leiomyosarcoma is of fairly low 
malignancy. In only 38 or 26.2 per cent of 145 
cases in this series were metastases reported at 
operation. Golden and Stout found 30 per cent 
in their series, Giberson, Dockerty, and Gray 
found 45 per cent, and Cameron and Breslich 
found 20.5 per cent. The liver was the most 
common site of metastasis; metastasis was found 
there in 26 cases or about two-thirds of all the 
patients exhibiting metastasis. Lymph nodes of 
the mesentery and omentum were next in fre- 
quency with 16 cases. Also reported have been 
cases of metastasis to the supraclavicular nodes 
(150), spleen (155), lung (66, 73, 155), skin 
incision (73), ovary (66), pancreas (200) and 
to the left auricle (19). Only one case (118) of 
generalized metastases was found. 

The age and sex distribution of patients 
with metastases closely. resembles that for the 
primary tumor. Recent onset of symptoms gives 
no reason to hope that metastasis has not yet 
taken place. Tumors with a longer clinical 
history seem to metastasize less frequently. Of 
the patients in whom the onset of symptoms 
had occurred within 1 year or less 51.9 per cent 


TABLE XIII—ULCERATION INCIDENCE RELATED 
TO LOCATION OF THE TUMOR 
—Leiomyoma__ —Leiomyosarcoma_ 


Ulcerated Ulcerated 
tumors No.of tumors Wo. of 


Location Percent cases Percent cases 
25.0 7 25.0 11 
Endogastric............ 57.3 47 56.8 21 
35.0 7 69.2 9 
Both exogastric and endo- 

37.5 3 87.5 a 
Not specified........... 22 15 


47.3 86 44.4 63 
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PERCENTAGE OF 
TUMORS 
METASTASIZING 


Fic. 8. Leiomyosarcomas from each region of the 
stomach, showing per cent producing metastases. 


had metastases and 48.1 per cent did not. Of 
those in whom symptoms had been present 
longer than 1 year 21.3 per cent had metas- 
tases and 78.7 per cent did not. 

Size and location of the tumor seem to be 
more important than the patient’s age or the 
length of his history. The greatest percentage 
of metastasis occurred from tumors in the 15 to 
19 centimeter size range. These accounted for 
14 of the 23 metastatic cases in which tumor 
size was reported. Even the smallest sized 
tumors occasionally metastasized, and only the 
five largest showed no such activity (Table 
XIV). 

The portion of the stomach from which the 
tumor arises seems to be significant. Many more 
leiomyosarcomas from the upper portion pro- 
duced metastases than did those arising from 
the lower portion (Fig. 8). Of the exogastric 
tumors 36.4 per cent produced metastases while 
only 10.8 per cent of the endogastric tumors 
and 15.4 per cent of the intramural tumors pro- 
duced metastases. Thus, unoperated malignant 
exogastric tumors tend toward metastatic death, 
while endogastric tumors tend toward a hemor- 
rhagic termination. 

As there are no more exogastric tumors in the 
upper portion of the stomach than elsewhere 
(Table IV), all tumors from the upper third of 
the stomach and all exogastric tumors, regard- 
less of region, should be suspected of having 
metastasized. 

Recurrence. In two cases of leiomyoma a tumor 
reappeared at the site of the operation. In one 
case (144) an adenocarcinoma appeared 5 years 
after the operation and in another, multiple 
leiomyosarcomas appeared 4 years later (96). 

Seven patients operated upon for leiomyo- 
sarcoma suffered a recurrence of their tumor 
(26, 48, 73, 120, 122, 205). The shortest time 
for development of the recurrence was 7 months. 
Four recurred in from 1 to 2 years, one de- 
veloped after 3 years, and one after 6 years. 


TABLE XIV.—METASTASIS AS RELATED TO sizg 
OF TUMOR 


No. No. Per cent 
Size of tumor of cases with with metastases 
Less than 5 cm..... 15.4 
14.8 
10-14 cm.......... 20.0 
15-19 cm.......... 60.7 
More than 20 cm... ms 
(20.0) 


TABLE XV.—SURGICAL PROCEDURES 


Operation 188 Leiomyomas 147 Leiomyosarcomas 
Total gastrectomy 12 20 
Subtotal gastrectomy... 53 50 
Billroth I or II 7 
Wedge or sleeve resection 13 
Simple excision 
Pedicle cut 
Operation not specified. 

Per cent of cases 
Biopsy or exploratory 

operation only 

Per cent of cases : 10.2 


No surgery was performed in 12 or 6.4 per cent of the leiomyomas and 
in 28 or 19.1 per cent of the leiomyosarcomas. 


Concurrent disease. ‘The cases in this series 
included a number in which the stomach con- 
tained more than one type of tumor. There 
were 3 cases in which both a leiomyosarcoma 
and a leiomyoma were present (19, 96, 155). 
One patient with a leiomyoma also had an 
adenocarcinoma (63), and one had a fibro- 
myoma (32). Of the leiomyoma patients, one 
had an adenocarcinoma (182), one an adeno- 
sarcoma (37), one a fibroma (202) and one a 
lipoma (19). More striking still, two stomachs 
contained three distinct tumors: one patient 
(69) had an adenopapilloma and a carcinoma 
in addition to his leiomyoma, and another (19) 
suffered from the combined effects of a leiomyo- 
sarcoma of the gastric body, an adenocarcinoma 
of the cardia, and a carcirioma of the esophagus 
extending to the cardia. 

In addition, 9 patients had neoplasms else- 
where in their bodies at the time of admission, 
and 3 others had undergone previous surgery 
for the removal of neoplasms. 

It is doubtful if these cases represent more 
than the statistical probability of the con- 
junction of diseases in the same individual. 

In addition to the aforementidned, a number 
of patients suffered from concomitant disease 
which complicated and sometimes obscured the 
clinical picture. Six patients with leiomyoma 
had duodenal ulcers as well. One (165) had 
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TABLE XVI.—REPORTED POSTOPERATIVE DEATHS 


No. of Hospital 
Source operations deaths _— Per cent 


Leiomyoma 
3 10.7 


Reviewed cases 3.7 
Local unpublished cases 67 


Leiomyosarcoma 
5.0 
Reviewed cases d 12.4 
Local unpublished cases 22.2 


extreme hypertension which further obscured 
the source of her hemorrhage. Two had ap- 
pendicitis, 3 had gallstones, and 1 had uterine 
fibroids which were the actual cause of her 
anemia. One patient with a gastric leiomyo- 
sarcoma also had a leiomyosarcoma of the 
kidney (100), and 1 of the authors’ patients had 
a leiomyoma of the uterus. 


TREATMENT 


The treatment of choice is surgical removal 
of the tumor. Although local excision of leio- 
myoma of the stomach has been advocated and 
carried out with cure, there is always the possi- 
bility that a rubbery, encapsulated gastric 
tumor may be a leiomyosarcoma, and the dif- 
ferential diagnosis between the two is very diffi- 
cult on frozen section examination. For that 
reason, subtotal gastrectomy is the operation of 
choice in order that a more radical removal is 
accomplished in case the fixed tissue sections 
prove that the tumor is, in reality, a leiomyo- 
sarcoma. Golden and Stout have cited cases of 
metastases from histologically benign leio- 
myomas. 

If the lesion involves only the proximal end 
of the stomach, proximal subtotal gastrectomy 
may be performed. Total gastrectomy should 
be reserved for very extensive smooth muscle 
tumors involving the entire stomach, particu- 
larly in view of the high incidence of incapacity 
in total gastrectomies. It should be kept in mind 
that regional lymph nodes are not commonly in- 
volved by leiomyosarcoma. The presence of 
distant metastases should not deter the surgeon 
from excisional surgery, as there is ample proof 
from the literature that these tumors are slow 
growing, and the patient may survive for years, 
even in the presence of metastases. Lemon and 
Broders report a 6 year survival despite known 
leiomyosarcoma metastases to the liver. The 
surgical procedures used in the cases in this 
series are listed in Table XV. 


TABLE XVII.—CAUSES OF DEATH 


LEIOMYOMA 


No. of patients 
Died without operation 8 
Unrelated cause............-.. 
Not specified 


Died immediately postoperatively. 


Died less than 1 year postoperatively 
Unrelated cause 


Died 1 year or more postoperatively 
Carcinoma of stomach 
Perforation 
18* 


LEIOMYOSARCOMA 


. of patients 


Died without operation 25 
Unrelated cause 
Perforated 
Hemorrhage 
Not specified 


Died immediately postoperatively . 
Exploratory or biopsy 
Unrelated operation 


Died less than 1 year postoperatively 
Unrelated cause 
Hemorrhage 
Metastases 
Not specified 


Died 1 year or more postoperatively 
Unrelated cause 
Metastases 
Perforation 
Not specified 


*9.78 per cent of total 184 cases. 
$43.54 per cent of total 147 cases. 


Both leiomyoma and leiomyosarcoma are 
radioresistant, and in only 7 of the cases reported 
in the last 20 years has radiotherapy been the 
means of treatment. 


MORTALITY 


The figures for mortality can be only ap- 
proximate. The reported follow-up of patients 
with smooth muscle tumors of the stomach is 
poor. Of 320 cases reviewed, only 94 were 
followed up for one year or more. It is probable 
that a number of patients died later due to re- 
currence or metastases. No 5 or 10 year survival 
curves can be calculated from the cases re- 
viewed. 

Giberson, Dockerty, and Gray have reported 
14 of 26 patients with leiomyosarcoma alive 5 
years after operation. This rate of 53.8 per cent 
presents the only remotely adequate figure avail- 
able at present. 
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The number of immediate postoperative 
deaths among the larger series is more easily 
determined (Table XVI). 

Letomyoma. Eighteen deaths are recorded 
among 184 patients with leiomyoma. Three 
died of unrelated causes, and one died of another 
tumor of the stomach, a carcinoma. Seven died 
as a result of the operation. Of the remainder 6 
died without operation and 1 had a subsequent 
perforation (Table XVII). 

Leiomyosarcoma. The deaths of 64 of 147 pa- 
tients with confirmed leiomyosarcoma were re- 
ported. Eight of these deaths were not directly 
related to their tumors. Where cause was given, 
all deaths of unoperated upon patients were 
from perforation or hemorrhage; none was from 
metastases. There were 7 metastatic deaths after 
operation (Table XVII). 


PROGNOSIS 


The prognosis for patients operated upon for 
leiomyoma of the stomach is good, especially if 
they are operated upon before blood loss and 
weight loss leave them too debilitated to be good 
operative risks. Perforation is an uncommon but 
serious complication in unoperated upon cases; 
mortality was 70 per cent among the 10 cases of 


tumors in which perforation occurred. It must be 
kept in mind that many of these benign tumors 
exist with few or no symptoms and are found 
incidentally at other operations or upon autopsy 
(73). When Meissner examined stomachs of pa- 
tients without a history of gastric disease, he 
found 23 of 50 to have small, often multiple 
leiomyomas. These small silent tumors seem not 
incompatible with life or health. 
Leiomyosarcoma has a poorer prognosis than 
leiomyoma, but a better one than carcinoma of 
the stomach. Even in the presence of distant 
metastases, removal of the primary tumor often 
results in the relief of symptoms for many years. 
The longest recorded follow-up of a patient with 
metastases in our series is 2.5 years (76). Lemon 
and Broders had a patient who was alive 6 years 
after demonstration of metastasis to the liver. As 
only about one-quarter of the leiomyosarcomas in 
our series metastasized, it is probable that, when 
removed before metastasis takes place, the 
malignant tumors have as good a prognosis as do 
the benign ones. The longest reported follow-ups 
in the absence of metastases are 13 years (143) 
and 10 years (6). The authors have had a pa- 
tient alive and well 9 years postoperatively. 


SUMMARY 


1. A review of the cases of leiomyoma and 
leiomyosarcoma of the stomach reported in the 
literature from 1938 to 1958 is presented. Refer- 
ence is also made to some data from 24 un- 
published cases. 

2. Smooth muscle tumors, both benign and 
malignant, are more common in the stomach 
than in other portions of the gastrointestinal 
tract. Within the stomach, these tumors are 
relatively evenly distributed. 

3. Age incidence of benign and malignant 
forms is similar, but while the leiomyomas occur 
equally in both sexes, more males than females 
are subject to leiomyosarcoma. 

4. No definite diagnostic symptoms exist, nor 
is it possible to formulate any rule for separation 
of benign and malignant smooth muscle tumors. 
Hemorrhage is the most consistent finding, but is 
present in only slightly more than half of the 
cases. Accidental discovery of asymptomatic 
tumors of either kind is not unusual. Careful 
roentgenography remains the best diagnostic 
tool. 

5. Neither the length of a patient’s history nor 
his age furnishes a clue to the size of the tumor 
to be expected, nor to the possibility of metastases. 

6. Borderline cases between leiomyoma and 
leiomyosarcoma are recorded. The possibility 
of malignant changes of a previously benign 
tumor cannot be dismissed, although the authors 
do not believe that all leiomyosarcomas are 
derived from leiomyomas. 

7. One-fourth of the malignant tumors re- 
viewed here metastasized. Those from the upper 
third of the stomach did so much more fre- 
quently than those located elsewhere. Exogastric 
tumors metastasized more often than endo- 
gastric ones. 

8. Surgical removal remains the treatment of 
choice. Conservative therapy can lead only to 
increased danger from hemorrhage or metastasis. 
Smooth muscle tumors are radioresistant. 

9. The prognosis cannot be conclusive. Very 
few cases have been followed up for any length 
of time. Among the few which have been re- 
ported are patients who have lived for 10 years 
or longer after surgery. It is desirable for the 
surgeon to be cognizant of the ‘not rare possi- 
bility of smooth muscle tumor in patients with 
gastric lesions, since the prognosis for them is 
much better than tor most of the other gastric 
neoplasms. 


2. 

3. 
4. 

5. 

6. 

7. 

8. 

9. 
10. 

11. 

12. 

13. 

| 14. 
15. 

16. 

17. 
18. 
19. 

20. 

22. 

23. 

24, 

25. 

26, 
27. 

28. 

29, 

30. 


and 
the 
fer- 
un- 


and 
ach 
inal 
are 


ant 
cur 
ales 


nor 
tion 
ors. 
ut is 

the 
atic 
eful 
stic 


nor 
mor 
and 
ility 
nign 
hors 
are 


3 re- 
pper 

fre- 
istric 
ndo- 


nt of 


ly to | 


tasis. 


Very 
sngth 
n re- 
years 
r the 
possi- 
with 


em is 
astric 


1. 
2. 


. Baxer, H. L., and 


. Bastte, A. A 


. Betrectz, N. J., and DAHLIN, 


REFERENCES 


AsraMs, H. L, Leiomyoma of the stomach. Am. J. 
Roentg., 1954, 72: 1023. 

AsRIL, J. P. Myoma of the stomach, personal ob- 
—— Rev. espaii. enferm. ap. digest., 1952, 
11: 1263. 


. ALLEN, L. G., and Hiesert, P. E. Myosarcoma of 


the stomach. Radiology, 1939, 32: 567. 


. Atmguist, C. O. Leiomyoma of the stomach, a 


case report. J. Indiana M. Ass., 1947, 40: 646. 


. ANTONIE, T. Myoma of the stomach. Austral. N. 


Zealand J. Surg., 1953, 22: 286. 

AppeBy, L. H. Outlook for patients with leio- 
myomas of stomach. J. Internat. Coll. Surgeons, 
1950, 14: 512. 

Aumont and Rouzarp. (Rapport de M. P. Mou- 
longuet) Leiomyomes multiples de [lestomac. 
Mém. Acad. chir., Par., 1952, 78: 942. 

Goop, C. ALLEN. Smooth 
muscle tumors of the alimentary tract and their 
roentgen manifestations. Am. J. Roentg., 1955, 
74: 246. 


. Batt, G. Leiomyoma of stomach. Brit. J. Surg., 


1939, 26: 942, 


. Batt, LEonarp. Myoma of stomach. Austral. N. 


Zealand J. Surg., 1945, 14: 273. 
ase of fibromyoma of the gastric 
fundus. Arch. ital. chir., 1938, 50: 259. 


. BassLer, A, Leiomyosarcoma of the stomach, pre- 


senting 4 cases. Am. J. Digest. Dis., 1943, 10: 342. 
BAUMGARTNER, .- Leiomyosarcoma of stomach 
and perforation. West. J. Surg., 1939, 47: 27. 


. BEHREND, M. Ulcerative leiomyoma of the stom- 


ach. J. Internat. Coll. Surgeons, 1944, 7: 436. 

D. C. Malignant 
disease of the stomach in young adults. Ann. Surg., 
1953, 138: 7. 


. Beyer, W. Gastric myoma. Med. Mschr., 1950, 


4: 616. 


. Boom, N., and C. Leiomyoma of 


stomach, a case report. Virginia M. Month., 1942, 
69: 627. 


. Brap.ey, R. L., Coox, J. M., and Krein, M. M. 


Leiomyosarcoma of stomach. Am. J. Surg., 1954, 
88: 343. 


. Brass, K. Malignant leiomyomas of the stomach. 


Zschr. Path., 1939, 54: 1. 


. Brock, R. C. Cardioesophageal resection for 


tumor of the cardia, report of a successful case. 
Brit. J. Surg., 1942, 30: 146. 


. Bropowski, W. Ein Ungeheures Myosarcom des 


Magens nebst secundaren Myosarcomen der 
Leber. Virchow’s Arch., 1876, 67: 227. 


. Brucu, C. Diagnose der bosartigen Geschwulste, 


1847, cited in Frazier, C. H., Sarcoma of the 
stomach, Am. J. M. Sc., 1914, 147: 781. 


. Bucuuorn, P. O. Submucous myoma of the fornix. 


Fortsch. Roentgenstrahl., 1953, 78: 360. 


. Casor Case No. 25082. Leiomyoma of the stom- 


ach. N. England J. M., 1939, 220: 351. 


. Idem., No. 26292. Leiomyoma of the stomach. 


N. England J. M., 1940, 223: 108. 


. Cameron, A. L., and Bresticu, P. J. Primary sar- 


coma of stomach. Surgery, 1941, 9: 916. 


. CANTWELL, F. V. Sarcoma of the stomach. Ann. 


Surg., 1899, 30: 396. 


. CapELLo, P., and FE. A proposito di un 


raro caso di miosarcoma cistico dello stomaco. 
Boll. Accad. med. Roma, 1898-99, 24: 321. 


. Carvacuo Luz, F. Leiomyoma of the stomach. 


Fol. med. Rio, 1945, 26: 53. 


. CastLetTon, K. B. Leiomyoma of stomach, with 


case report. Rocky Mountain M. J., 1948, 45: 582. 


Skandalakis ef al.: sMOOTH MUSCLE TUMORS OF STOMACH 223 
31. 


32. 
33. 
34. 


35. 
36. 


37. 


38. 
40. 
41. 


42. 
43. 
44, 


45. 
46. 


47. 
48. 


49. 


50. 


55. 


56. 
58. 


Cuarrin, L. Smooth muscle tumors of the stomach; 
review of literature with report of case (leiomyo- 
sarcoma). West. J. Surg., 1938, 46: 513. 
Cua.not, P., and Grospipier, J. The myomas of 
the stomach and their hemorrhagic manifestations. 
Rev. méd. Nancy, 1955, 80: 524. 
C. G., III, and Braunstein, P, W. Gastro- 
duodenal intussusception with massive hemor- 
rhage. Surgery, 1953, 34: 754. 
Cuorsa, W. G., and Fipanza, J. Hematemesis due 
to benign gastric tumor. N. York State J. M., 1958, 
58: 1342. 
CHRISTENSEN, J. Pancreatic cyst in leiomyoma of 
the stomach. Acta path. microb. scand., 1957, 40: 1. 
CHRISTOPHER, F., Benjamin, E. L., and Saver, 
L. W. Leiomyoma malignum of stomach. Surgery, 
1941, 10: 381. 
Cimmino, Curistian V. Roentgenographically 
characteristic adenocarcinoma and_leiomyosar- 
coma in same stomach. Radiology, 1953, 61: 373. 
Cosurn, W., and Baker, J. W. Leiomyosarcoma 
of the stomach. Bull. Mason Clin., 1955, 9: 43. 
CoHNHEIM-RIBBERT, Cited by M. Hake. Beitr. 
klin. Chir., 1912, 128: 414. 
Cote, J. W., and Barry, F. M. Smooth muscle 
tumors of stomach. Am. J. Surg., 1950, 79: 524. 
F. K., and Cotutns, D. C. The surgical 
significance of gastric leiomyomas. West. J. Surg., 
1938, 46: 188. 
Contey, R. H., and Otwin, J. H. Leiomyosar- 
coma of stomach, report of 5 cases. Am. J. Clin. 
Path., 1949, 19: 966. 
Cook, J. E., and Paut, W. D. Leiomyosarcoma of 
oR case report. Am. J. Digest. Dis., 1954, 
1: 16. 
Cootey, R. N., and Sremprivce, V. A. Benign 
tumors of stomach and duodenum; their radiologic 
appearance. Texas J. M., 1955, 51: 754. 
Cornet, W. S. Leiomyosarcoma of the stomach, 
Am. J. Surg., 1958, 95: 477. 
Covey, G. W., and Rocers, F. L. Benign gastric 
be report of 3 cases. Nebraska M. J., 1946, 
+85. 
Cowbe tt, R. H. Smooth muscle tumors of gastro- 
intestinal tract. Brit. J. Surg., 1950, 38: 3. 
Crite, GeorcE, and Groves, L. K. Massive leio- 
myosarcomas of stomach, report of 5 cases. 
Gastroenterology, 1953, 24: 560. 
D’Acostino, N., Pararo, V. F., and MALENCHINI, 
M. Leiomyome of the stomach. Prensa méd. 
argent., 1947, 34: 451. 
D’Aunoy, R., and ZoeLter, A. Sarcoma of the 
stomach, report of 4 cases and review of literature. 
Am. J. Surg., 1930, 9: 444. 


. Davipson, S. W., Quoted in Priess. Brit. J. Radiol., 


1956, 23: 678. 
Dawson, J. Leiomyoma of the stomach. Brit. J. 
Radiol., 1950, 23: 677. 


. Dewey, E. B. Benign tumors of the stomach. Am. 


J. Surg., 1944, 65: 233. 
Dr Matteo, G. Esophagocardiogastric resection 
for a giant leiomyoma. Arch. ital. chir., 1955, 79: 
352. 

Dixon, C. F., and Kratzer, G. Unusual problems 
in surgical management of malignant lesions of 
gastrointestinal tract. Surg. Clin. N. America, 
1951, 31: 1023. 

Eckuorr, Nits L. Leiomyoma of stomach. Guy’s 
Hosp. Rep., Lond., 1942, 91: 153. 

Epvpy, L. L. Leiomyosarcoma of the stomach. Bull. 
Mason Clin., 1954, 8: 144. 

Epwarps, H., and Lewis, E. E. Leiomyomata of 
the stomach. Brit. J. Surg., 1940, 28: 284. 


6. 
= 
8 
14 
1 
‘ 
20 
= 
21 
22 
24 
54. 
= 
27 
29 


224 International Abstracts of Surgery - March 1960 


60. 


61. 
62. 
63. 
64, 


65. 
66. 


E.coop, J. Gastroduodenal intussusception caused 
by large leiomyoma of stomach. Brit. J. Surg., 
1951, 38: 388. 

Eutason, E. L., and Wricut, Z. W. N. Benign 
tumors of the stomach. Surg. Gyn. Obst., 1925, 
41: 461. 

Evizonpo Marte, G. Ulcerating leiomyoma of 
the stomach. Rev. méd. cubana, 1942, 53: 33. 
E.uiorr, G. V., and Witson, H. M. Mesenchymal 
tumors of stomach. Arch. Int. M., 1952, 89: 358. 
Everts, E. A., and Kazat, H. L. Smooth muscle 
tumors of the stomach. Ann. Surg., 1954, 140: 875. 
Ewinc, J. Neoplastic Disease: A Treatise on Tu- 
mors, Ed. 4. Philadelphia: W. B. Saunders Co., 
1940. 

Feist, G. H. Myom der Magens. Zbl. Chir., 
Leipzig, 1950, 75: 1702. 

Fire, R., and Jarvin, J. Leiomyosarcoma of the 
stomach; brief review including report of a case 
with multiple metastases. Glasgow M. J., 1952, 
33: 490. 


. Fieminc, C. M. Leiomyosarcoma of the stomach, 


report of a case. Glasgow M. J., 1951, 32: 77. 


. Forni, G. Contributo allo studio del sarcoma 


primitivo dello stomaco. Riforma med., 1914, 30: 
624. 


. ForssmMan, Gésta. Die Roentgendiagnostik benig- 


ner Magentumoren. Acta radiol., Stockh., 1943, 
24: 135. 


. FRANKENBERG, B. E., and GerRLaAnts, A. I. Kvo- 


prosu o leiomiomakh zheludka. Klin. 


Moskva, 1958, 36: 88. 


med., 


. GaArsarinI, J., and Price, H. P. Calcified leiomyo- 


ma of stomach. N. Eng. J. M., 1950, 243: 406. 


. Grperson, R. G., Dockerty, M. B., and Gray, H. 


K. Leiomyosarcoma of the stomach. Surg. Gyn. 
Obst., 1954, 98: 186. 


. Gotven, T., and Srout, A. P. Smooth muscle 


tumors of the gastrointestinal tract and retroperi- 
toneal tissues. Surg. Gyn. Obst., 1941, 73: 784. 


. GREATHEAD, E, Leiomyosarcoma of stomach. Brit. 


M. J., 1949, 2: 422-433. 


. GREENWOOD, F., and SAMUEL, E. Leiomyomata of 


stomach. S. Afr. M. J., 1950, 24: 416. 


. Gututno, D., and Scata, D. A. Leiomiosarcoma 


multiplo dello stomaco. Minerva chir., Tor., 1958, 
13: 457. 

Havperin, P. H. Leiomyoma of stomach, case re- 
port. J. Missouri M. Ass., 1941, 38: 235. 


. Harrincton, S. W., and Moerscu, H. J. Surgical 


treatment and clinical manifestation of benign 
tumors of esophagus with report of 7 cases. J. 
Thorac. Surg., 1944, 13: 394. 


. Harris, W. H. Benign gastric leiomyoma. Virginia 


M. Month., 1957, 84: 222. 


. Hesrarp, H., and Bertojo, H. A propos d’un cas 


de leiomyosarcome cardiotubérositaire. Arch. mal. 
app. digest., Par., 1956, 45; 2: 70. 


. HicuMan, J. H. Leiomyoma of stomach. Lancet, 


Lond., 1958, 1: 1307. 


. Hirescu, F., Detcourt, R., Boruy, C., and Prront, 


A. Leiomyomas of the stomach. Acta gastroenter. 
belg., 1955, 18: 273. 


. Hirscu, F., DescHREYER, M., LEEMPOEL, A., and 


VeERHULST, C. Gastric leiomyosarcoma. Acta gas- 
troenter. belg., 1955, 18: 264. 


. Hoerr, S. O. Cancer of the stomach. Postgrad. 


M. J., Lond., 1953, 14: 311. 


. Horra, Orav. Leiomyosarcoma ventriculi, three 


cases. Acta radiol. Stockh., 1943, 24: 166. 


. Hortey, J. F. Leiomyosarcoma of the stomach 


with intraperitoneal perforation. Lancet, Lond., 
1955, 1: 1305. 


87. 


88. 
89. 
90. 


91. 


92. 
93. 


94. 


95. 


96. 
98. 


99. 


Hors.ey, G. W., and Bercer, R. A. Leiomyosar. 
coma of stomach, report of 3 cases. Ann. Surg. 
1940, 112: 22. ; 
Hucues, J. H., and Marcus, R. Exogastric leio. 
myoma. Brit. J. Surg., 1952, 40: 257. 
HusesyE, O. W. Case of benign myoma in the 
stomach. Acta radiol. Stockh., 1948, 29: 525. 
Irakawa, H. Concerning leiomyoma of the diges. 
tive tract, including one case of leiomyoma of the 
stomach. Arch. jap. Chir., 1940, 17: 295. 
IvANISSEVISH, O., and J. R. Fibro. 
leiomyoma of the stomach. Bol. Inst. clin. quir,, 
B. Air., 1942, 18: 238. 
Jaki, J.. Myoma submucosum ventriculi. Zbl, 
Chir., Leipzig, 1952, 77: 1181. 
JENSEN, M. N., Fenney, P. W., and MILter, J. M. 
Leiomyosarcoma of the stomach. Am. J. Gastro- 
enter., 1955, 24: 642. 
Jimenez Diaz, C., Moraes PLEQUEZUELO, M,, 
and De Lara, L. A case of gastric myoma. Rey, 
clin. espafi., 1944, 13: 346. 
ea G. L., Botton, B. F., Hearp, J. G., and 
ALDRON, G. W. Sarcomas of the stomach. Surg. 
Gyn. Obst., 1955, 100: 453. 
Jorpan, S. M. Case of multiple leiomyosarcomata 
of stomach. Surg. Clin. N. America, 1938, 18: 683. 
Juuiant, G. Fibroleiomyoma of the stomach. Arch. 
ital. mal. app. diger., 1954, 20: 197. 
Kenworthy, R. A., and WEtsH, C. S. Leiomyoma 
of the esophagus and cardia of the stomach. Sur- 
gery, 1948, 23: 745. 
Ker, H. R. Leiomyoma of the stomach. Lancet, 
Lond., 1955, 1: 1306. 
Kerr, J. A. Gastric and renal leiomyosarcoma. 
Brit. J. Surg., 1954, 41: 478. 


. KeRSHNER, Davip. Leiomyosarcoma of stomach 


with hepatic metastasis; radical resection with sur- 
gical recovery. Gastroenterology, 1951, 18: 450. 


. Kuomiakov, I. S., and ZHmur, O. I. Leiomioma 


. KiEFER, 


zheludka. Khirurgiya, Moskva, 1958, 34: 118. 
E. D. Benign tumors of the stomach and 
duodenum. Med. Clin. N. America, 1956, 40: 381. 


. KirsHen, M. M., WEINBERG, B. J., CoueEn, A. 


Leiomyoma of the stomach. Gastroenterology, 
1947, 9: 466. 


. Kotoskt, E. L., SHALLENBERGER, P. L., and Haws, 


. Korrnetz, H 


G. W. Large partially calcified gastric leiomyoma. 
Am. J. Surg., 1950, 80: 245. 

A. A case of leiomyosarcoma otf 
pylorus. Krebsarzt, Wien, 1952, 7: 118. 


. Kuntze, R. Langenbecks Arch. klin. Chir., 1890, 


40: 753. 


. Laney, F. H., and Cotcock, B. P. Diagnosis and 


surgical management of leiomyomata and leiomyo- 
sarcomata of the stomach.-Ann. Surg., 1940, 112: 
671 


5 Latromus, W. W., and ALDEN, J. Wee Leiomyo- 


sarcoma of stomach, a case report. Delaware M. J., 
1946, 18: 159. 


. Lause, P. J. Leiomyosarcoma of stomach. Am. J. 


Surg., 1950, 80: 249. 


. Lazarus, J. A., and Ricc1, M. W. Gastric leio- 


myoma with special reference to involvement of 
"dais fundus. Am. J. Surg., 1950, 80: 
436. 


. Letcu, Tep F. Calcified gastric leiomyoma. 
Radiology, 1950, 55: 419. 


Lemon, R., and Bropers, A, A clinical and patho- 
logical study of leiomyosarcoma, hemangioendo- 
thelioma (or angiosarcoma), and fibrosarcoma of 
the stomach. Surg. Gyn. Obst., 1942, 74: 671. 
Levy, S. I., and Horn, J. S. Leiomyoma of stom- 
ach with ulceration. Brit. M. J., 1941, 2: 580. 


|_| |_| 
115. 
|| 116. 
118. 
| | 119. 
| 120. 
121. 
|_| 
122. 
= 
68 
us, 
= 126. 
100. 
72 127. 
102 128. 
Sd 
129. N 
104 o! 
16 130. 
3 
131. Ie 
8: 
106 132. N 
78 ct 
107 133, M 
le 
4: 
134. M 
R 
109 P. 
136. M 
81 st 
110 
tu 
111 138. M 
83 
139. M 
84 31 
85 m 
M 
86 tu 
114. 142. M 
V 
ar 


. MAssACHUSETTS GENERAL HospirAL 


sarcomata of stomach. Chin. M. J., 1948, 66: 594. 


. Lormer, W.S., Jr. Giant gastric leiomyoma. Am. 


J. Surg., 1954, 87: 278. 


. Lunt, Roir. Benign tumors of stomach. Acta chir. 


scand., 1955, 109: 407. 


. Lyons, C. G., and ScHNEmwDER, M. Leiomyosar- 


coma of the stomach, report of a case. Am. J. 
Roentg., 1943, 49: 393. 


. Mack, S. G., Browne, D. C., and McHarpy, G. 


Leiomyoma of stomach, case report. South. M. J., 
1948, 41: 875. 


20. Manos, A. Myosarcoma of the stomach. Acta chir. 


hellén., 1958, 5: 665. 


. MANRIQUE, J., and HALLIBuRTON, J. C. Recopila- 


cion y estudio de la casuistica nacional sobre tu- 
mores benignos del estomago. Bol. Inst. clin. quir., 
B. Air., 1949, 25: 131. 


. Marks, J. H. Leiomyosarcoma of stomach with 


excavation of center of tumor. Am. J. Roentg., 
1952, 67: 76. 


. MarsHALt, S. F. Symposium on surgery of diges- 


tive tract: gastric tumors other than carcinoma. 
Surg. Clin. N. America, 1955, 35: 693. 


. MarsHatt, S. F., and Aronorr, B. L. Tumors of 


the stomach. Surg. Clin. N. America, 1944, 24: 
607. 


. MarsHALL, S. F., and Cuerry, J. W. Smooth 


muscle tumors of alimentary canal. Surg. Clin. N. 
America, 1955, 35: 719. 


. MarsHALt, S. F., and MeIssNer, W. A. Leiomyo- 


ma of the stomach. Surg. Clin. N. America, 1951, 
31: 735. 


. Marvin, C. P., and Watters, W. Leiomyosar- 


coma of the stomach, review of 16 cases and report 
of a case with multiple leiomyosarcomas of the 
stomach. Arch. Surg., 1948, 57: 62. 


. Mason, L. W., and JABLokow, V. R. Leiomyo- 


sarcoma of the stomach. J. Internat. Coll. Sur- 
geons, 1958, 30: 285. 


. Mass, M., and Kirsupaum, J. D. Leiomyosarcoma 


of fundus of stomach with perforation. Am. J. 
Roentg., 1940, 44: 716. 

No. 
37272. N. England J. M., 1951, 245: 30. 


. Idem, No. 39192. N. England J. M., 1953, 248: 
828. 
C. W., Jr., and Coniin, F. Pedun- 


culated gastric tumors. Am. J. Surg., 1939, 46: 250. 


. McNen, C., and Hesse, J. E. Pathologic aspects of 


leiomyosarcoma of the stomach. Arch. Path., 1947, 
44:138. 


. Mepuurst, G. A. Gastric leiomyoma. Brit. J. 


Radiol., 1958, 31: 372. 


. MEIssNER, W. A. Leiomyoma of stomach. Arch. 


Path., Chic., 1944, 38: 207. 


. Metnick, P. J. Metastasizing leiomyoma of the 


stomach. Am. J. Cancer, 1932, 16: 890. 


- Mitutet, H. Observation of a benign stomach 


tumor. Bull. Soc. chir. Paris, 1939, 31: 345. 


. Minnes, J. F., and GescuickTer, C. F. Benign 


—" of the stomach. Am. J. Cancer, 1936, 28: 


Motnar, C. D., and Mackenzie, W. C. Leiomyo- 


_— of stomach. Canad. M. Ass. J., 1952, 67: 


Moncuet, A propos d’un cas de leio- 


myome gastrique. France méd., 1949, 137-8: 320. 


- Moorg, A. B. A Roentgenologic study of benign 


tumors of the stomach. Am. J. Roentg., 1924, 2: 61. 


- Morcaent, J. B. The Seats and Causes of Diseases. 


Vol. 1, Letter XIX, art. 58. London: A. Millar 
and T. Cadell, 1769. 


143. 


144. 
145. 


146. 
147. 
148. 
149. 


150. 


#5. 


156. 


157. 


158. 


159. 


160. 


161. 


162. 
163. 


164. 


165. 


166. 


167. 


168. 
169. 


Skandalakis ef al.: SMOOTH MUSCLE TUMORS OF STOMACH 225 
. Linc, C. C., and Koo, S. N. Multiple leiomyo- 


Morton, J. H., Srasins, S. J., and Morron, J. J., 
Jr. Smooth muscle tumors of alimentary canal. 
Ann. Surg., 1956, 144: 487. 

Murr, J. B. G. Notes on a case of leiomyoma of the 
stomach. Med. J. Australia, 1943, 2: 87. 
OBERHELMAN, H. A., Connon, J. B., and Guzaus- 
Kas, C. Leiomyoma of gastrointestinal tract. Surg. 
Clin. N. America, 1952, 32: 111. 

Orrter, G. Den. Leiomyoom van maag en dunne 
darm. Ned. tschr. geneesk., 1958, 102: 474. 
Paasy, H. Subserous myoma of stomach. Nord. 
med., 1950, 44: 1103. 

Paci, N. Ulcerated leiomyoma of the stomach. 
Osp. maggiore, Milano, 1952, 40: 586. 

Pack, G. T., and McNEEr, G. Sarcoma of the 
stomach, a report of 9 cases. Ann. Surg., 1935, 
101: 1206. 

Paumer, E. D. Leiomyosarcoma of stomach with 
particular reference to the gastroscopic picture. 
Am. J. Digest. Dis., 1948, 15: 84. 

Perorti, F. Benign tumors of the stomach, possi- 
bilities, limitations, and causes of uncertainty of 
roentgenologic differential diagnosis. Radiol. med., 
Torino, 1950, 36: 918. 


. Perri, W. Myoma formation of the stomach. Zbl. 


Chir., Leipzig, 1952, 77: 1687. 


. Pevarorr, H. H. Benign tumors of the stomach. 


Am. J. Surg., 1947, 74: 488. 


. Pratt, O. R., Wartematu, G. F., and 


HousE, J. H. Exogastric pedunculated myosar- 
coma of the stomach. Nebraska M. J., 1940, 25:335. 


. Poskanzer, C. L., and Scumipt, R. M. Leiomyo- 


sarcoma of stomach. Am. J. Surg., 1953, 86: 
696. 

Preiss, A. E. A case of gastric carcinoma simulat- 
ing benign submucosal tumor. Brit. J. Radiol., 
1950, 23: 678. 

Pustne.u, W. A fibromyoma of the stomach with 
beginning sarcomatous degeneration. Zbl. Chir., 
Leipzig, 1955, 80: 249. 

Raiscu, O. Ein klinischer Beitrag zu Divertikel- 
myomen des Magens. Zbl. Chir., Leipzig, 1938, 
65: 2270. 

RayjasincHaM, A. S., and Cooray, G. H. An un- 
usually large leiomyoma of the stomach. Brit. J. 
Surg., 1950, 38: 247. 

Raso, Pepro. Neoplasias raras do estomago: um 
leiomioma maligno e um sarcoma que simulam 
radiologicamente o estomago em ampulheta. Rev. 
As. méd. brasil, 1958, 4: 159. 

Reap, R. F. Jejunal obstruction due to gastric 
leiomyoma; report of a case. Surg. Clin. of N. 
America, 1956, 36: 243. 

Rice, E. EuGene. Leiomyosarcoma of stomach. J. 
Oklahoma M. Ass., 1955, 58: 174. 

Rieniets, J. H. The frequency and pathologic as- 
pects of gastric leiomyoma. Proc. Mayo Clin., 
1930, 5: 364. 

Roserts, R. I. Benign tumors of the stomach. 
Brit. J. Radiol., 1953, 26: 3. 

RopricuEez, A., MALDONADO-ALLENDE, I., and 
Baretta, F. Ulcerated leiomyoma of the stom- 
ach. Prensa méd. argent., 1951, 38: 1733. 
Roupe, Cart. Mit dem herzbeuteboden ver- 
wachsenes Myosarkom des Magens. Zbl. Chir., 
Leipzig, 1951, 76: 126. 

Roncoront, L. Sessile gastric fibromyoma of the 
upper third of the lesser curvature. Minerva med., 
tor., 1955, 1: 105. 

Roor, CiypeE S. Leiomyoma of stomach. J. Med., 
Cincin., 1939, 20: 145. 

SakarI, TIMONEN. On gastric myoma and fibroma. 
Ann. chir. gyn. fenn., 1948, 37: 52. 


ar- 
g., 115 
the 

119 
‘bl, 

M. 
M., 
arg. 
83 
083, 124 

yma 125 
Sur: 

15 4 
cet, 

127 
iach 
sur- 
6. 
oma | 28 

and 
381, 
|_| 
ogy, 

130 
\WK, 
yma. 131 
1a ot 132 
890, 133 
myo- 134 

112: 

135 
myo- 
LJ, 
137 

|_| 
leio- 138 

, 80: 

endo- 
na of 141 
stom- 142 
), 


170. 


173, 


174. 


175. 


176. 


178. 


179. 


180. 


181. 
182. 


183. 


184. 
185. 


186. 


226 International Abstracts of Surgery - March 1960 


SALEMBIER, Y., LEMAITRE, G., LENGLART, C., and 
Benorr, M. ‘Two cases of ulcerated benign tumors 
of the stomach manifesting themselves by a severe 
anemia. Arch, mal. app. digest., Par., 1954, 43: 
B57. 

Scuerer, F, Diagnosis of gastric myoma. Beitr. 
klin. Chir., 1951, 182: 64. 

ScHINDLER, R. Diagnostic value of gastroscopy. 
Miinch. med. Wschr., 1922, 69: 535. 

ScHINDLER, R., Biomguist, O. A., THompson, 
H. L., and Petrter, A. M. Leiomyosarcoma of 
stomach, its roentgenologic and gastroscopic 
diagnosis, and its possible relation to pernicious 
anemia. Surg. Gyn. Obst., 1946, 82: 239. 
ScHINDLER, R., and LETENDRE, P. Analysis of re- 
lationship of surgery and gastroscopy in 85 cases of 
gastric tumor. Surg. Gyn. Obst., 1942, 75: 547. 
ScHINDLER, R., SANDWEISsS, D. J., and Min7z, I. L. 
Benign submucosal tumors of stomach: gastro- 
scopic study. Am. J. Digest. Dis., 1942, 9: 289. 
ScHROEDER, G. F., and SCHATTENBERG, H. J. Sar- 
coma of stomach, clinical and pathologic study. 
Arch, Surg., 1943, 47: 8. 

SHALLENBERGER, L., and Doane, Joun H. 
Leiomyosarcoma of stomach, case reports. Guthrie 
Clin. Bull., 1947, 17: 59. 

SHattow, T. A., and Lemmon, W. T. Benign 
tumors of the stomach. J. Internat. Coll. Surgeons, 
1940, 3: 312. 

SHEPHERD, J. A. Perforation of leiomyosarcoma of 
the stomach. Brit. J. Surg., 1950, 37: 479. 
SHERMAN, R. M., Lona, L., and Taytor, H. D. 
Unusual tumors of stomach. Am. J. Surg., 1946, 
71: 657. 

SmmonettTI, C. Gastric leiomyoma. Boll. Soc. ital. 
med. igiene trop., 1942, 1: 107 

Smoot, J. L. Adenocarcinoma and leiomyosarcoma 
occurring in same stomach, a case report. Virginia 
M. Month., 1953, 80: 621. 

Steen, L. H., and Newe W. G. Calcified gastric 
leiomyoma, a case report. Gastroenterology, 1953, 
24: 124. 

Sueast1, J. A. Benign tumors of the stomach. Bol. 
Soc. cir. Rosario, 1940, 7: 146. 

Sworn, B. R., and Coorrr, T. V. Leiomyoma of 
the stomach. Lancet, Lond., 1938, 1: 428. 
SyLvEN, Bencr. Cell type and degree of matura- 


187. 


188. 
189. 
190. 


191. 


192. 


193. 
194. 
195. 


196. 
197. 
198. 
199. 


200. 
201. 
202. 
203. 
204. 


205. 


tion in malignant leiomyoma of the stomach. Beitr, 
path. Anat., 1938, 101: 609. 
‘TANNER, NORMAN C. Transthoracic Partial gastrec. 
tomy for intussuscepted fibromyoma of fundus of 
stomach. Proc. R. Soc. M., Lond., 1947, 40: 275. 
Tavares, A. S. Gastric leiomyoma. Gazeta med, 

rt., 1951, 4: 987. 

‘AYAMA, Moruxtyo. Ein Fall von Magenmyom, 
Zbl. Chir., Leipzig, 1938, 65: 2560. 
TEMPEST, M.N. Leiomyoma of the stomach; report 
of case presenting severe attacks of hematemesis, 
Brit. J. Surg., 1952, 40: 178. 
Tuomas, B. F., and Tuomas, B. F., Jr. Leiomyo. 
sarcoma of the stomach, a case report. J. Mz. Ass, 
Alabama, 1955, 24: 165. 
Tuompson, H. L., and Oyster, J. M. Neoplasms 
of the stomach other than carcinoma. Gastro. 
enterology, 1950, 15: 185. 
‘Totanp, C. G., and Krocer, W. P. Myoma of the 
stomach. West. J. Surg., 1938, 46: 259. 
Trarrorp, H. S. Large cystic leiomyoma of stom. 
ach. Postgrad. M. J., Lond., 1953, 29: 626. 
Vexasco, R. V., and Marine, R. E. Leiomyoma 
of the stomach. Prensa méd. argent., 1951, 38: 
1233. 
VierrA, J. T. Leiomyosarcoma of the stomach, 
— brasil. med., 1953, 10: 559. 
Vier, H. J. Gastric leiomyoma. N. York State J. 
M., 45: 2084. 
VircHow, R. Die Krankhaften Geschwuelste. Vol. 
3, p. 128. Berlin: Ahirschwald, 1867 
Von Ertacu. Uber ein Myom des Magens und 
ein Myofibrom der Nierenkapfel. Wien. klin. 
Wschr., 1895, 8: 272. 
Wacner, A. Unusual results of myosarcoma of the 
stomach. Mitt. Grenzgeb. Med. Chir., 1938, 45: 30, 
Wacoper, A. Stieldrehung eines subseroesen Myoms 
des Magens. Zbl. Chir., Leipzig, 1950, 75: 1702. 
Watson, K. Leiomyosarcoma of stomach. Brit. J. 
Surg., 1949, 37: 21. 
West, JoHN P., and Knox, GRAHAM. Neurogenic 
tumors of stomach. Surgery, 1948, 23: 450. 
Wayte, Davin. Leiomyoma of the stomach, report 
of . cases. Austral. N. Zealand J. Surg., 1940, 10: 
183. 
ZIMMER, JOHANNES. Sarcoma of the stomach. Acta 
chir. scand., 1956, 111: 390. 


Al 


SU] 


The 
tion 
Jr. 

THE } 

deep 

the br 
eyelid: 

ala, c 

somet! 
Its « 

where 
dictab 

only a 

permi 

toIc 

The 
feasibi 
immec 
minim 
failure 

Rep 
and a 


Cheru 
NoE 


THE A 
the lit 
his ow 
occurr 
same 
scribec 
have f 
eyes re 
term, 
nate tk 

On: 
multip 
by de 
format 
marke 
esses, | 
affecte 

The 
teeth r 
first 
serum 
found. 
phospt 


Beitr, 
astrec. 
dus of 
: 275, 
nyom, 


report 
mesis, 


omyo- 
[. Ass, 


plasms 
rastru- 


of the 
stom: 


ryoma 
1, 38: 


mach, 
tate J. 
e. Vol. 


1s und 
klin. 


of the 
45: 30. 
viyoms 
1702. 
Brit. J. 


‘ogenic 


report 
40, 10: 


1. Acta 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


HEAD 


The Median Forehead Flap, Indications and Limita- 
tions. FREDERICK A. Fict and WarREN L. Moorman, 
Jr. Plastic & Reconstr. Surg., 1959, 24: 163. 


THE MEDIAN FOREHEAD FLAP can provide skin and 
deep tissue for correction of defects of the forehead, 
the brows, the medial halves of the upper and lower 
eyelids, the nose—including the nasofacial angle, tip, 
ala, columella, and lining of the nasal fossa—and 
sometimes the upper lip. 

Its chief disadvantage is the effect on the forehead, 
where the scar is depressed, immobile, and unpre- 
dictably pigmented. The authors’ practice is to leave 
only a linear midline or slightly oblique scar, but this 
permits the flap to be no larger than 4 or 5 cm. by 7 
to9 cm. in the average adult. 

The advantages are the matching of skin color; the 
feasibility of elevation and transfer in one stage and of 
immediate closure of the donor wound; and the 
minimizing of discomfort and of delays, sloughs, and 
failures. 

Reports of 7 cases illustrate the selection of patients 
and application of the surgical procedure. 


Cherubism, Familial Fibrous Dysplasia of the Jaws. 
Noe, TuHompson. Brit. 7. Plast. Surg., 1959, 12: 89. 


THE AUTHOR has made an exhaustive investigation of 
the literature on cherubism and has added 2 cases of 
his own to those previously reported. One of his cases 
occurred in a child and the other in an adult in the 
same family. Multiple involvement of the ribs is de- 
scribed for the first time. Typically, these patients 
have full, round cheeks and an upward cast of the 
eyes resulting in a peculiar cherubic appearance. The 
term, cherubism, seems an appropriate one to desig- 
nate the disorder. 

On roentgenograms these tumors usually appear as 
multiple, circumscribed, radiolucent areas separated 
by denser trabeculae, resembling multilocular cyst 
formation. The process usually begins and is most 
marked in the mandibular angles and coronoid proc- 
esses, but sometimes only the anterior mandible is 
affected. 

The effect of the lesion on the development of the 
teeth may be manifested by delayed eruption of the 
lirst molars and absence of the second molars. Normal 
serum calcium and phosphorus levels are usually 
found. There may be a moderate rise in serum alkaline 
phosphatase. Histologically, the original bone is always 


replaced by cellular fibrous tissue, usually containing 
trabeculae of woven bone and often collections of 
giant cells resembling osteoclasts. The reports vary as 
to whether all are present in the same lesion, and 
difficulties of interpretation have resulted from diver- 
gent views of the significance of the osteoclasts. Con- 
sequently, cases of cherubism have been variously 
designated as familial multilocular cystic disease of the 
jaws, familial fibrous dysplasia of the jaws, familial 
fibrous swelling of the jaws, familial bilateral giant- 
cell tumors of the jaws, familial intraosseous fibrous 
swellings of the jaw, disseminated juvenile fibrous 
dysplasia of the jaws, and familial osseous dysplasia 
of the jaws. 

In relation to treatment, the concensus is that sur- 
gery is contraindicated during childhood unless severe 
respiratory embarrassment, marked speech impair- 
ment, or considerable emotional disturbance forces 
the hand of the surgeon. Operation during the active 
phase of the disease is apt to be followed by rapid 
recurrences, possibly because of the stimulus of sur- 
gical trauma applied to an already overactive tissue. 

Simple tearing down of the overgrown bone by an 
intraoral approach and the raising of mucoperiosteal 
flaps gives very satisfactory results if performed after 
all growth of the lesion has stopped. 

Roentgentherapy is best avoided since it has little 
or no effect on the rate of tumor growth and may 
possibly produce disfiguring telangiectases. 

—G. Obregon, M.D. 


EYE 


Unilateral Exophthalmos. Leon J. Buttock and 
ERT J. Reeves. Am. 7. Roentg., 1959, 82: 290. 


Accorp1nc TO the authors unilateral exophthalmos is 
the one presenting feature for which the application of 
roentgenography is important. In a high percentage 
of cases it is the only means of disclosing the cause of 
the displacement of an eye. 

Unilateral exophthalmos or asymmetry of the eyes 
may also occur in hyperthyroidism (25 per cent of the 
cases), but the asymmetry rarely exceeds 7 mm. 
Craniostenosis, due to the shallowness of the orbits, 
also causes exophthalmos but this usually occurs 
bilaterally. 

The clinical history is of importance in differential 
diagnosis. Malignant neoplasms appear in the early 
and late years of life, inflammatory conditions and 
mucoceles are most frequent in middle life. A bilateral 
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exophthalmos favors an inflammatory cause rather 
than one of neoplasm. 

The most common cause of unilateral exophthalmos 
in this series of cases was frontoethmoidal mucocele. 
Periorbital cellulitis and retrobulbar abscess were next 
in frequency. 

The most common of the malignant neoplasms 
causing exophthalmos were those which originated in 
the paranasal sinuses. 

In a series of 138 cases of unilateral exophthalmos 
observed between 1947 and 1956, roentgen examina- 
tion offered the only means, other than surgical ex- 
ploration, of determining the cause in an appreciable 
percentage of cases. The roentgenologic appearance 
was practically diagnostic in one-third of the cases, 
and the diagnosis could be made with reasonable 
certainty in an additional one-third of the cases when 
complete clinical information was available. 

— Joshua Zuckerman, M.D. 


Exogenous Intraocular Fungus Infections. Ben S. FINE 
and Lorenz E. ZIMMERMAN. Am. 7. Ophth., 1959, 48: 
151. 


THE AUTHORS discuss exogenous intraocular fungus 
infection with particular reference to the complica- 
tions of intraocular surgery. They review the cases of 
exogenous intraocular fungus infection reported in the 
literature and those from the Registry of Ophthalmic 
Pathology. They find that exogenous fungus infection 
presents itself as a rather distinctive clinical and 
pathologic entity, the clinical course of which is 
characterized by: (1) a latent period varying from 
several days to several months between trauma and 
the often sudden appearance of the intraocular in- 
flammation; (2) a slowly progressive, localized infec- 
tion of the anterior segment of the globe, accompanied 
by the formation of a plastic pupillary membrane or 
by the appearance of a white exudate in a segment of 
the pupil which advances from behind the iris into 
the anterior chamber; (3) persistence of good light 
projection for a long period after the appearance of 
the inflammatory process; (4) rapid suppression of 
the inflammation by antibiotics and steroids followed 
by exacerbation and progression in spite of therapy; 
and (5) enucleation because of pain and chronic in- 
flammation. 

Infection of the cornea by fungus has often developed 
as a complication of superficial corneal injuries or of 
other pre-existing disease of the cornea in patients 
treated with antibiotic and corticosteroid prepara- 
tions. A parallel increase in the number of intraocular 
infections from fungi has also occurred as a result of 
(a) a mycotic ulcer of the cornea which extends into 
the eye, giving rise to a purulent iridocyclitis with 
hypopyon; (b) a mycotic infection in a distant tissue 
spreading hematogenously to the eye, producing a 
diffuse retinitis and a deep vitreous abscess; (O a 
surgical or accidental penetration of the globe carry- 
ing fungal elements into the ocular tissue. 

It is the last of these groups, in which the source of 
infection is exogenous, that is discussed by the authors. 

Whether the fungi are carried into the globe on the 
penetrating instrument primarily, from the conjunc- 
tival sac secondarily, or from the medications applied 
during or after surgery, it is impossible to determine. 


Although precise etiologic diagnosis is difficult, in. 
discriminate administration of antibiotics and steroids 
appears to be detrimental. Because it is prophylaxis 
that is important in the prevention of mycotic endoph- 
thalmitis the following recommendations are made: 
(a) preoperative preparation should not include 
steroids and if antibiotic preparations are used, they 
should be other than tetracylines and their administra. 
tion should be limited to only a short preoperative 
period; (b) the conjunctival sac should be thoroughly 
irrigated immediately before surgery; (c) greater 
attention should be given to sterilization of instru. 
ments and to solutions used for sterilization; (d) care 
should be exercised in the use of multiple dose bottles 
of medication and of saline solution in the operating 
room. — Joshua Zuckerman, M.D. 


The Optic Nerves. G. I. Scorr. 7. R. Coll. Surgeons 
Edinburgh, 1959, 4: 273. 


Tuis is a comprehensive review of the literature com- 
prising the fundal pictures and clinical signs of the 
diseases of the optic nerves. The importance of recog- 
nizing pseudopapilledema is emphasized, and it is 
pointed out that this condition is not associated with 
congestion of the veins and that the disc margins can 
be focused clearly. The various lesions causing edema 
of the nerve and optic neuritis are differentiated, and 
it is emphasized that passive edema is not invariably 
caused by raised intracranial pressure. 
—Ray K. Daily, M.D. 


Ataxia Telangiectasia, J. LAwTon and Davw G. 
Cocan. Arch. Ophth., Chic., 1959, 62: 364. 


THE AUTHORS report in detail a case of ataxia telangi- 
ectasia, the first to be reported in the ophthalmologic 
literature and the first in the Negro race. The chie/ 
symptoms of this syndrome are progressive cerebellar 
ataxia, conjunctival telangiectasia beginning in child- 
hood, and defective voluntary ocular movements. 
The patient, an 18 year old Negro girl, had in addi- 
tion an elevated spinal fluid protein and vertical 
nystagmus. She did not have optokinetic nystagmus. 
Cerebellar atrophy was demonstrated pneumographi- 
cally. The literature which comprises 20 cases is 
reviewed. —Ray K. Daily, M.D. 


Strabismus, Anisometropia, and Amblyopia. Casert 
I. Puiwurps. Brit. J. Ophth., 1959, 43: 449. 


THE EXISTENCE of anisometropia without strabismus 
suggests that some additional factor plays a part in 
producing squint. For hypermetropes this factor is the 
refraction of the better eye. 

Analysis of case records from an opthalmologic 
hospital reveals that the mean spherical error of the 
less ametropic eye of 40 nonsquinting hyperopic 
anisometropes was 3.08 diopters and that for 53 
squinting hyperopic anisometropes the corresponding 
figure was 4.66 diopters. The anisometropic differ- 
ence is not a factor, as this was less in the squinting 
group than in the nonsquinting—2.17 D versus 3.06 
D. Of 18 cases of bilateral myopic anisometropia none 
was amblyopic, probably because the onset of aniso- 
myopia is usually later than that of amblyopia. In 
anisometropia without strabismus, amblyopia was 
generally much improved by total occlusion of the 
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better eye. The absence of squint in many cases of 
anisometropic amblyopia may be due to peripheral 
fusion. If so, a study of divergent squints suggests that 
amore than —7.0 D. difference is incompatible with 
the retention of peripheral binocular vision. The sub- 
jective binocular test is useful if there is doubt about 
the prescribing of a full or partial anisometropic cor- 
rection. The tolerance possibly depends on whether 
the error is of axial or refractive origin. 
— James E. Lebensohn, M.D. 


Tumors and Cysts of the Lacrimal Caruncle. RowLanp 
P, Witson. Tr. Ophth. Soc. N. Zealand, 1958, 11: 23. 


PATHOLOGIC CONDITIONS arising in the lacrimal carun- 
cle are rare. Since the caruncle is both ectodermal and 
mesodermal in origin, tumors may arise from either of 
these primary components. 

The author reviews the literature over the past 18 
years, essentially the figures of Evans, who reports 
200 cases, and his own, comprising 107 cases. 

Evans’ figures show that the commonest group of 
tumors is the melanotic type which comprise 37 per 
cent of all caruncular tumors. Of this group, 19.5 per 
cent were benign and 17.5 per cent were malignant. 
The next most common group consisted of papil- 
lomas, 21.5 per cent. Malignant epithelioma, 9.5 per 
cent, and cysts, 6.5 per cent, were also described. In 
the author’s own group of cases, retention cysts were 
the most common, 34.6 per cent. Next came granu- 
lomas, 28 per cent; benign melanomas, 17 per cent; 
malignant melanomas, 3.7 per cent; and carcinomas, 
2.8 per cent. 

Treatment consists of excision. 

—j. Winston Duggan, M.D. 


Therapeutic Studies in Experimental Chemical In- 
jury of the Cornea. Gustav C. Bann, SONNIER, 
and James H. ALLEN. Am. 7. Ophth., 1959, 48: 253. 


THIs ARTICLE is the third in a series of studies made on 
experimental injuries to the rat cornea at Tulane 
University. One hundred eighty rats in groups of 15 
were subjected to bilateral chemical burn by the 
repeated drop technique using 1 N NaOH or 1 N 
and 2 N nitric acid. One eye was always held as a 
control, and treatment was carried out by subcon- 
junctival injection or topical instillation of 1.5 per 
cent cortef acetate, neocortef (hydrocortisone) aque- 
ous, neocortef in castor oil, solu-cortef, or hydeltrasol 
0.5 per cent (prednisolone 21 phosphate). 

Cortisone and prednisolone by drop and by sub- 
conjunctival injection failed to alter the course of 
sodium hydroxide and nitric acid burns. Hydro- 
cortisone by topical instillation, but not by subcon- 
junctival injections, significantly increased the healing 
rate and reduced final scarring and vascularization 
in nitric acid burns. —Arthur H. Keeney, M.D. 


Therapeutic Keratoplasty in Mooren’s Ulcer. Pui.ip 
C. Grana. Arch. Ophth., Chic., 1959, 62: 414. 


A casE OF Mooren’s ULCER of the cornea is presented 
and discussed and treatment is recommended. The 
patient was treated medically with antibiotics, 
steroids, and cautery and then by surgery which in- 
cluded four conjunctival grafts, daily paracentesis for 
18 days, and a lamellar keratoplasty on two occasions. 
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The second keratoplasty resulted in arrest and cure 
of the disease with return of useful vision. The further 
use of lamellar keratoplasty in corneal ulcer and 
disease is encouraged. —Earl H. Merz, M.D. 


The Scleral Buckling Procedures. I. D. Oxamura, 
C. L. Scuepens, and R. J. Brockuurst. Arch. Ophth., 
Chic., 1959, 62: 445 


THIs FOURTH ARTICLE on scleral buckling procedures 
deals with reoperations following the procedure. 

The reoperation on eyes that have had scleral buck- 
ling is easier than reoperation on eyes with previous 
nonbuckling procedures because (1) the location of the 
previous operation is easy to determine; (2) the 
adhesions between the sclera and the orbital tissue are 
less dense; and (3) the sclera is healthier and less liable 
to rupture. 

Points of importance in technique are: (1) Do not 
reopen a previous buckle to release fluid; (2) make a 
new buckle and release the fluid posterior to the new 
buckle; (3) make a meridional incision under the 
mattress suture and break the scleral fibers with a 
spatula inserted into the suprachoroidal space. 

The actual surgical procedure may have several 
variations: (1) The existing scleral buckle may be 
made more extensive in length, width, or height; (2) a 
partial tube may be replaced with a circling tube; 
(3) the partially buried circling tube may be com- 
pletely buried; (4) the circling tube may be shortened 
to obtain a higher buckle; or (5) the scleral buckle 
may be widened. 

If the circling tube is already in place, an additional 
scleral buckle may be performed, or a meridional tube 
may be added under the circling tube. 

—Earl H. Merz, M.D. 


Repair of Perforating Injury with a Scleral Graft. C. 
R KANAGASUNDARAM. Brit. J. Ophth., 1959, 43: 440. 


A PERFORATING SCLERAL WOUND near the limbus with 
uveal prolapse failed to heal after being sutured 
twice. The wound reopened and the prolapse re- 
curred. The gap was closed with a lamellar scleral 
graft from a cadaver eye. The graft was two thirds of 
the scleral thickness, cut in the form of a curved strip 
6 by 12 mm. in size, and sutured with catgut. No at- 
tempt was made to match the bed of the graft in depth 
or thickness. The graft was covered with a conjunc- 
tival flap. A vitreous hemorrhage was absorbed, and 
the final result was a displaced pupil, a peripheral 
lenticular opacity, and an unaided visual acuity of 
6/6. —Ray Kk. Daily, M.D. 


Use of Steel Wire in Polyethylene Tube in Retinal 
Detachment Surgery. M. A. Lasky and G. BLuMEN- 
THAL, Am. 7. Ophth., 1959, 48: 199. 


THE AUTHORS used steel wire instead of silk inside 
polyethylene tubing in 3 cases of retinal detachment 
in aphakic eyes. 

The placement of the globe-encircling polyethylene 
tubing in the 360 degree scleral buckle operation for 
detachment of the retina presents several difficulties. 
In the Schepens procedure the polyethylene tube is 
threaded under a series of No. 4-0 black silk sutures 
that are placed across the bed of the sclerectomy ex- 
cision. The tube containing silk may be dislodged 
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readily, and it may easily be cut or be lost somewhere 
in the lumen. Another difficulty is the tying of the re- 
taining suture. After the knot is tied there is often too 
much slack in the tube and the suture has to be untied 
and redone. 

A frequent difficulty after operation is premature 
flattening of the buckle and when it is necessary to 
identify the plastic tube it is almost impossible to do so 
either by ophthalmoscopy or by roentgen examination 
when soft materials are used. 

To eliminate the aforementioned difficulties, the 
insertion of a fine stainless steel wire instead of a soft 
suture in the lumen of the globe-encircling plastic 
tube is recommended. All other aspects of the opera- 
tive procedure are similar to those described by 
Schepens. 

In threading the polyethylene tube the steel wire is 
bent back over the end of the tube to prevent the 
tube from slipping out from under the cross sutures. 
To tighten the buckle and also to tie the wire, its two 
ends are grasped with a mosquito clamp and rotated 
so as to twist the wire. The amount of tightening can 
be accurately set and, if necessary, the buckle can be 
loosened. The twisted end of the wire is tucked into 
one end of the polyethylene tube. 

— joshua Kuckerman, M.D. 


Hypophysectomy as a Therapeutic Method for Pro- 
liferative Diabetic Retinopathy. S. Vannas, C. A. 
HERNBERG, and G. AF BjORKESTEN. Arch. Ophth., 
Ghic:, 1959, 62: 370. 


THIs Is A DETAILED REPORT, illustrated with retinal 
photographs, of the results of hypophysectomy in 10 
patients with advanced diabetic retinopathy. One eye 
of most of the patients was practically blind, and the 
better eye was involved by a proliferative retinopathy. 
The follow-up period ranged from 3 to 34 months. 

Due to technical difficulties the optic nerve of the 
worse eye was severed in 8 cases. Postoperatively 5 of 
these cases had a temporal defect in the better eye. 
After the operation the diabetes became more benign, 
and the insulin requirement was diminished to about 
one half. Proteinuria disappeared in 3 patients. Cen- 
tral visual acuity remained unchanged or improved 
in 7 patients; and in 3 vision deteriorated because of 
new hemorrhages, in 2 of these associated with post- 
operative infection. Dilatation of the venules and 
capillaries tended to regress, and microaneurysms and 
newly formed vessels seemed to disappear. Hemor- 
rhages were absorbed, and the bleeding tendency 
diminished. Exudates also tended to disappear, and 
the rate of proliferation diminished. 

The authors stress the surgical risk and the exacting 
postoperative care required to maintain the hormone- 
electrolyte balance and avoid infection. 

—Ray K. Daily, M.D. 


Clinical Aspects of Uveal Hypersensitivity. Rosert S. 
Cores and Freperick H. THEoporE. Arch. Ophth., 
Chic., 1959, 62: 223. 


THE ROLE that allergy may play in the production of 
various forms of uveitis is discussed. Allergy is un- 
doubtedly the cause of nongranulomatous uveitis as- 
sociated with serum sickness, angioneurotic edema, 
reactions to pollen and food, and hypersensitivity to 
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cat dander, chicken feathers, house dust, and orris 
root. Hypersensitivity to certain bacteria is considered 
a factor in the causation of some cases of nongranu. 
lomatous uveitis but the authors do not believe that 
hypersensitivity to streptococci or other bacteria is the 
prime factor in the majority of cases. Allergy is a fac. 
tor in certain cases of granulomatous uveitis whep 
occurring in such diseases as tuberculosis, toxoplas. 
mosis, and brucellosis. Experimental evidence jn. 
dicates that sympathetic ophthalmia and endophthal- 
mitis phacoanaphylactica are due to autogenous sen- 
sitization (autosensitization). The uveitis associated 
with these conditions results from sensitization of the 
host to his own tissues, and the authors sugges 
autosensitization as a possible and important cause o/ 
other forms of uveitis. —J. J. Stokes, M.D, 


Echothiophate (Phospholine) Iodide (217-MI) in 
Treatment of Glaucoma. NARENDRA KRISHNA and 
Irvinc H. Leopotp. Arch. Ophth., Chic., 1959, 62: 300, 


ANTICHOLINESTERASE AGENTS (cholinesterase inhibi- 
tors) fall into two categories depending upon their 
duration of action: the short-acting cholinesterase 
inhibitors such as physostigmine (eserine) and neo- 
stigmine (prostigmine) which inhibit reversibly, and 
the long-acting cholinesterase inhibitors such as di- 
isopropyl! fluorophosphate or DFP (floropryl) which 
inhibit irreversibly. 

In 1957, Leopold, Gold, and Gold introduced the 
new potent long-acting irreversible cholinesterase 
inhibitor, 217-MI. Recent articles by other investiga- 
tors have confirmed the favorable results previously 
reported. 

The present study was undertaken to determine the 
efficacy of this drug in a larger series of cases and when 
used over a longer period of time. It was found that 
the intraocular pressure was successfully controlled in 
87 of 110 glaucomatous eyes. Moreover, more eyes in 
this series of cases were controlled by echothiophate 
than by any conventional glaucoma therapy. It was 
effective not only in open-angle and angle closure, but 
also in secondary glaucoma due to aphakia, uveitis, 
and old perforated corneal ulcer. It should, however, 
be used with caution in angle-closure glaucoma. 

Instillation only every other day or at most only 
twice a day was required with concentrations of 0.1 
per cent and 0.25 per cent in isotonic saline solution. 

The drug should be kept under refrigeration to 
prevent loss of potency. Its action is inhibited by the 
previous use of physostigmine. 

Although there were no systemic or local reactions 
217-MI has all the disadvantages of a powerful miotic 
agent. —Joshua Kuckerman, M.D 


Ocular Surgery in the Aged. Morris FEvpste!N, 
ABRAHAM L, Kornzweic, and JuLius SCHNEIDER. 
J. Am. M., Ass., 1959, 170: 1621. 


THE AUTHORS discuss the feasibility of ocular surgery 
in the aged and the risks of such surgery. Ocular 
surgery was performed in a group of patients ranging 
from 65 to 94 years of age. Most patients had some 
form of circulatory disease, 19 had hernias, 16 had 
pulmonary emphysema, and 11 had diabetes. 

Only 2 deaths were attributed to the operation ina 
series of 85 cataract extractions. Of the remaining 83 
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patients, 71 (84 per cent) regained vision of 15/70 or 
tter. 

; Eighteen operations were performed for glaucoma. 

In 16 cases the condition was controlled with or with- 

out medication while in 2 the glaucoma was uncon- 

trolled in spite of all subsequent therapy. 

The general conclusion was that our attitude has 
been too conservative. These elderly patients should be 
given the benefit of a surgical procedure and the 
functional status of the patient rather than his chrono- 
logic age should be the determining factor in deciding 
whether to @perate. — Joshua Cuckerman, M.D. 


EAR 


Effect of Conventional Fenestration on Méniére’s 
Disease. YRJG MeuRMAN. Arch. Otolar., Chic., 1959, 
70: 169. 


THE AUTHOR reviews briefly the literature concerning 
Méniére’s disease and describes his experience in the 
surgical treatment of unilateral Méniére’s disease. 
The lateral semicircular canal was fenestrated in 56 
patients, of whom 79 per cent were relieved of ver- 
tiginous attacks and about two-thirds were restored 
to fairly good working ability (follow-up as long as 
) years later). There was no significant relief of tin- 
nitus, and in the majority of cases hearing eventually 
deteriorated postoperatively, a deterioration that 
could not be attributed to labyrinthitis. No correla- 
tion could be found between the persistence of vertigo 
after surgery and either closure of the fenestration (as 
evidenced by disappearance of the positive fistula test) 
or changes in the sensitivity of the operated on laby- 
rinth to caloric stimulation. Five patients were treated 
by upper dorsal sympathectomy with probable relief 
from attacks in only one. 

The author emphasizes that, while in the majority 
of cases of Méniére’s disease fenestration leads to relief 
from vertigo to a worthwhile extent, the procedure is 
disappointing in that the hearing suffers postoperative 
deterioration. Techniques in which ultrasound is de- 
livered to the labyrinth hold greater promise of 
success. — John R. Lindsay, M.D. 


NOSE AND SINUSES 


Rhinophyma. G. KEennetH Lewis. Plastic Reconstr. 
Surg., 1959, 24: 190. 


RHINOPHYMA, an inflammatory and neoplastic dis- 
ease of the nose, is considered to be the third or final 
stage of acne rosacea. Although the specific cause is 
unknown, both conditions have been variously at- 
tributed to disturbances of the gastrointestinal tract, 
to alcoholism, to pyogenic infection, to chronic in- 
flammatory reaction caused by the sebum in the en- 
larged glands, and to a small parasite, Demodex fol- 
liculorum. Many cases are reported in nonalcoholics. 
The condition is characterized by the multilobular 
purplish or dull red mass and telangiectatic vessels. 
Acneiform lesions of earlier stages of acne rosacea may 
be present, and when far advanced the rhinophyma 
spreads to the cheeks and forehead. Pathologically, 
there is present hypertrophy and hyperplasia of the 
sebaceous glands distended with keratin. There is 
tpithelial metaplasia with slight hyperkeratosis and 
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hypertrophy of the dermis and fatty tissue with fibrosis 
and chronic inflammation. 

Prophylactic treatment is best, by the early recog- 
nition and care of acne rosacea, with proper attention 
to diet, hygiene, and underlying pathologic condi- 
tions. To this is attributed the decrease in the present 
incidence of rhinophyma. Once established, rhino- 
phyma is best treated surgically. The use of roentgen 
therapy is discussed but not recommended. The 
author’s technique is decortication (shaving) of the 
nose by sharp dissection under general endotracheal 
anesthesia. Procaine 1 per cent with 4 drops of adren- 
alin 1:1000 to the ounce is injected locally to effect 
hemostasis. Troublesome bleeding is controlled by 
ligation and electrocautery. The nose is shaved to the 
proper shape, and a dressing of balsam of Peru and 
iodoform gauze is applied. A slough forms which 
usually separates in 10 days. Epithelization takes place 
from the rosettes of epithelium left in the epithelial 
pits. The operation is usually performed in one stage, 
but in more extensive cases two stages may be per- 
formed. 

Five cases are reported. In all, the appearance was 
considerably improved. The socioeconomic connota- 
tion of this condition and the beneficial effects at- 
tained by the removal of this stigmatizing lesion are 
also discussed. —Carl Schiller, M.D. 


The Importance of the Cartilaginous Framework in 
Plastic Surgery of the Nose. Roserto Farina, 
OsvaLpo De Castro, and Ricarpo Baroupt. Brit. 
J. Plast. Surg., 1959, 12: 160. 


THE AUTHORS DESCRIBE in detail the surgical anatomy 
of the cartilaginous framework of the nose. 

They consider that the septal, alar, and upper 
lateral cartilages of the nose must be carefully treated 
after punctilious planning. Each patient, in their 
opinion, requires special treatment according to the 
deformity present. They consider the surgical treat- 
ment of the alar cartilage as the most delicate part 
of the plastic surgery of the nose. This article empha- 
sizes a point that has been discussed recently by 
numerous other plastic surgeons—the avoidance of 
any break in the continuity at the junction of the 
medial and lateral crura of the alar cartilage. To 
achieve this, the authors excise a triangle at the level 
of the cupola, without complete division. 

The equilibrium, naturalness, and contour of the 
tip of the nose depends on careful manipulation of the 
cartilaginous framework. —G. Obregon, M.D. 


Synchronous Repair of Secondary Deformities in 
Cleft Lip and Nose. ArcHisaLD MclInpoe and 
Tuomas D. Rees. Plastic @ Reconstr. Surg., 1959, 24: 
150. 


AN OPERATIVE PROCEDURE is presented which is 
proposed to correct in one operation all the residual 
deformities of the lip and nose of the cleft lip patient. 
It should be postponed until adolescence, after the 
growth of the nose has matured. The operation is per- 
formed preferably under hypotensive endotracheal 
anesthesia, although general anesthesia with supple- 
mentary local infiltration may be used instead of 
hypotension to obtain a bloodless field. The following 
steps are undertaken in the operation: 
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1. A complete “take-down”’ of the scarred lip with 
excision of all scar tissue, leaving normal tissue only. 
This re-establishes the original defect. 

2. The preparation of flaps for a satisfactory lip 
repair, the precise method being chosen according to 
the availability of tissue. 

3. A nasal reduction (rhinoplasty) with shortening 
of the nose, removal of hump, and infracture of nasal 
bones. This is done under direct vision. The nasal 
mucosa is not damaged. 

4. Remodeling of the nasal tip by total bilateral 
immobilization eels technique) and symmetrical 
realignment of the distorted alar cartilages. 

5. Submucous resection of the distorted septum, if 
necessary. 

6. Dental extraction of hopelessly involved teeth, 
particularly in bilateral cleft. Immediate prosthetic 
replacement, when indicated. 

This method gives an extremely wide exposure. 
Three cases are well illustrated, namely (1) a bilateral 
cleft with short columella, hump nose, relative prog- 
nathism, and poor dentition; (2) an old repaired left 
sided cleft with irregular vermilion border, hyper- 
trophied lip scarring, hump nose, and deviated sep- 
tum; and (3) deviated septum, notched lip, wide 
scar, and depressed nostril floor. 

Postoperative photographs show excellent results. 

—Carl Schiller, M.D. 


MOUTH 


Treatment of Tumors of the Lips (Tratamento dos 
tumores da regiao labial). Jostas ANDRADE SosRI- 
NHO and CiLaupio Hamitton Faccio. Bol. Oncol., 1959, 
37: 8. 


THIs REPORT, from the Department of Head and Neck 
Surgery of the Cancer Association of Sao Paulo, 
Brazil, is based on 350 cases of tumor of the lips. The 
majority of the lesions were squamous cell carcinomas 
(273 cases). The remaining group was made up of 
basal cell carcinoma (29 cases), basosquamous cell 
carcinoma, malignant papilloma, papilloma, un- 
differentiated carcinoma, and hemangiosarcoma. 
Eighty-five per cent of the lesions were localized in 
the lower lip. Tumors of the commissure were found 
in only 3 cases. Basal cell carcinoma was frequently 
found in the upper lip; these carcinomas did not 
metastasize. Squamous cell carcinoma of the upper 
lip and of the commissure had a poorer prognosis. 
The tumor was larger than 1 cm. in diameter in more 
than 90 per cent of the cases; they varied from 1 to 4 
cm. One hundred eighty-six patients were treated by 
surgery and the remainder by roentgen therapy. The 
most frequently employed technique was the wedge 
excision (119 cases). 

Patients treated preoperatively by roentgen therapy 
had a poorer prognosis. In the group of patients who 
did not show clinically detectable metastases the per- 
centage of survival was found to be comparatively 
much higher. 


Neck dissection was performed in 54 cases wii) 
cervical metastases. Prophylactic neck dissection was 
not carried out routinely. ‘The extent of the resectio, 
was proportional to the diameter of the tumor and no; 
measured in centimeters. Whenever possible cheilo. 
plasty was done simultaneously with the resection oj 
the tumor. According to the authors, it is not adyij. 
able to use skin from the cervical region for the recon. 
struction of the lip. The pedicle grafts must |. 
epithelialized on both surfaces and contain muscle, 

— Mansur Taufic, M.D. 


Bilateral Resection of the Mandible with Replace. 
ment of It by Alloplastic Material (Doppelscitig. 
Unterkieferresektion mit alloplastischem Ersatz de 

bl. Chir., 1959, 84: 88), 


THe AuTHOR, of the Dental Department of the Uii- 
versity of Leipzig, Germany, describes the technique 
of resection of the lower jaw and its replacement by a 
prosthesis made of piacryl, an alloplastic material, 
This formidable operation was necessary in a number 
of cases, mostly cases of adamantinoma in which the 
tumor had spread so far that both the right and the 
left molar areas were involved and the entire man. 
dible had to be resected or exarticulated. 

The operation was performed either with local 
anesthesia or with the patient under general anes. 
thesia by intubation. To prevent excessive loss oj 
blood the external carotid was ligated on the side 
most affected. In some cases even bilateral ligation of 
the external carotid was performed; however, in these 
instances, the ligature was removed on one side after 
the operation. No impairment in wound healing was 
observed after ligation of the external carotid. 

For adamantinomas that could be removed without 
the regional lymph nodes a midline vertical incision 
of the lower lip ending at the submental area was 
made. From this point, the incision was continued at 
a right angle bilaterally, parallel to the lower aspect 
of the mandible. Then the tumor was isolated and the 
mandible resected within the healthy tissue. Finally, 
the tumor was separated from the soft tissue of the 
oral floor. Two burr holes were drilled in the stumps 
of the mandible, corresponding to holes at the ends 
of the alloplastic prosthesis which had been fashioned 
beforehand in the laboratory. The prosthesis was at- 
tached to the bone stumps by steel wire. The muscles 
of the tongue and of the oral floor were sutured to the 
transplant by catgut in six. to ten different places. 
Then the piacryl prosthesis was covered with tissue 
taken from the labial and buccal mucosa. 

The author emphasizes that heteroplastic trans- 
plantation after resection of the mandible should be 
used only if it is impossible to preserve the continuity 
of the bone. It can only be considered as a temporary 
procedure and it serves the purpose of providing sup- 
port for the muscles of the tongue and the oral floor 
and the soft tissue of the mouth. The alloplastic ma- 
terial should be replaced by autoplastic graft as early 
as possible. — Werner M. Solmitz, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Covering of Large Defects of the Dura Mater by 
Lyophilized Homotransplants of Dural Tissue 
(Deckung grosser Duradefekte mittels lyophilisierter 
Fremddura). F. WetckMANN and H. J. STEINKE. 
Chirurg, 1959, 7: 320. 


THE PROBLEM of how to cover large defects of the 
dura produced by injury or by extirpation of brain 
tumors has not been solved yet to satisfaction. Auto- 
transplantation and homotransplantation of fascia 
lata, galea, peritoneum, or heterotransplantation of 
nylon, orlon, or similar materials have the disad- 
vantages of being too friable and of producing ad- 
hesions at the brain surface which may lead to second- 
ary epileptic seizures caused by fibrous scar tissue. 

The authors, of the Neurosurgical Department of 
the Municipal Hufeland Hospital in Berlin-Buch, 
Germany, report excellent results in a series of 30 cases 
in which the dural defect was covered by lyophilized 
dural tissue taken from human cadavers. 

The transplants were taken from the dura of the 
convexity of the brain shortly after death. They were 
sterilized for 1 hour in liquid ethylene oxide, then 
frozen in liquid air and dried in a high vacuum at a 
temperature of minus 20 degrees C., followed by a 
drying procedure at room temperature for several 
hours. The tissue samples were stored in sealed vacuum 
containers. ‘he authors recommend warming the 
transplant in saline solution of body temperature for 
a30 minute period before performing the transplanta- 
tion. 

This method was used successfully in 30 cases, 
mostly operations for gliomas and other brain tumors. 
The patients were observed for periods of up to 18 
months postoperatively. In none of the cases did 
secondary epilepsy, meningitis, or other complica- 
tions occur. — Werner M. Solmitz, M.D. 


Incidence of Ventricular and Subarachnoid Filling 
in Fractional Jose L. Garcra 
and TAarRTELL. South. Af. 7., 1959, 52: 
1041. 


THE AUTHORS REPORT their experience with 55 cases 
of fractional encephalography at a naval hospital. 
lhe technique according to Lindgren is outlined and 
was applied to infants, children, and adults suffering 
from a variety of neurologic disorders. An analysis 
was made of the efficiency of filling of the ventricular 
system, the various cisterns, and the subarachnoid 
spaces over the convexity. Adequate ventricular filling 
was obtained in 54 cases. The anterior cisterns filled 
in 98 per cent, the ambient cisterns in 82 per cent, the 
cerebellar cisterns in 88 per cent, and the spaces over 
the convexity in 82 per cent. At times technical diffi- 
culties, consisting of incorrect positioning of the 
needle or of the patient’s head, or excessive speed in 
the injection of air, gave rise to inadequate ventricular 
illing. For the most part, however, the procedure 
was sufficiently comfortable in the authors’ hands and 
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they were able to carry it out without premedication. 
Analgesics were prescribed at the end of the procedure. 
The authors’ experience confirms the reward of 
careful attention to positioning and technique. 
—W. Eugene Stern, M D. 


Roentgenologic Aspects of Cerebral Angiography in 
Children. Juan M. Taveras and Cuarces M. Poser. 
Am. J. Roentg., 1959, 82: 371. 


THE AUTHORS REVIEW the roentgenologic aspects of 
207 cerebral angiograms performed in a series of 138 
patients examined at a neurologic institute. Diodrast 
was the contrast medium most frequently used al- 
though hypaque has replaced this in the more recent 
cases. The percutaneous technique was employed in 
189 of the 207 angiographies. The ages of the patients 
ranged from 5.5 weeks to 12 years. 

The roentgenographic technique used in these 
children was essentially the same as in adults. The 
first six exposures were made at 0.5 second intervals, 
and four more at | second intervals. 

Ten minutes are allowed to elapse between injec- 
tions. For children less than 10 years of age 6 c.c. of 
hypaque (50 per cent) is now used; 8 c.c. is used for 
adults and children more than 10 years of age. In 
later cases in this study, an automatic injector was 
employed, requiring only 4 c.c. for children less than 
10 years of age and 6 c.c. for adults and for children 
more than 10 years old. ‘These injections were made 
in 1.25 seconds. Vertebral angiography was carried 
out in 11 cases. Both lateral and frontal roentgeno- 
grains were taken. For the anteroposterior projection, 
a 25 degree angulation of the tube caudad, relative to 
the canthomeatal line, is desirable. 

Anatomic and physiologic differences in the intra- 
cerebral vessels in children are discussed. Filling of the 
two anterior cerebral arteries and the opposite middle 
cerebral artery was not uncommon in children, even 
when no compression of the opposite side was used. 
This was found more frequently in younger children 
and may be related to lower blood pressure, the 
smaller size of the capillary bed, and the use of rela- 
tively greater amounts of contrast material. 

Filling of the posterior cerebral artery was encoun- 
tered in at least 50 per cent of the patients. The aver- 
age arterial circulation time as measured in 53 nor- 
mal studies was 1.5 seconds. The capillary circulation 
phase is usually not as well defined in children as in 
adults. The venous phase was not different from that 
found in adults. The total circulation time was found 
to vary from 1.5 to 5 seconds. Therefore, any child 
with a circulation time of 5.5 seconds or more should 
be considered abnormal. Increased intracranial pres- 
sure was the most frequent cause for prolonged cir- 
culation time. 

The caliber of the internal carotid artery on cere- 
bral angiograms in children was slightly larger on the 
average than in adults with norma! angiograms. 
Children as well as adults, however, with bleeding 
aneurysms showed local and diffuse vascular spasm 
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which was not modified by general anesthesia or by 
the type of contrast material used. 

The authors have shown that the middle cerebral 
artery is situated proportionally higher in children 
than in adults as related to a “‘clinoparietal”’ line. The 
middle cerebral artery bears a fairly constant rela- 
tionship to a line drawn from the anterior clinoid 
process to a point 2 cm. above the lambda. The mid- 
dle cerebral artery of normal children is always above 
this line. The vessels of the middle cerebral group 
appear to be lower with advancing age, probably as a 
result of brain growth. 

The authors also discuss the roentgenographic find- 
ings in this series. Of the 132 patients, angiography 
was useful in elucidating the clinical problem in 58. 
The over-all positive result in this series was 43 per 
cent. The indications for cerebral angiography in 
children are similar to those in adults, and findings 
are similar but differ in proportions; thus the in- 
cidence of arteriovenous malformations, subdural 
hematomas, and cerebral hemiatrophy in this group 
of children was higher than that encountered in 
adults in the same institution. Characteristic angi- 
ographic findings in patients with cerebral atrophy, 
arterial thrombosis, subdural hematoma, vascular 
malformations, and hydrocephalus are described in 
detail. —Foseph Ransohoff, M.D. 


Roentgenologic Manifestations of Glioma of the Optic 
Nerve and Chiasm. Corin B. Hoiman. Am. 7 
Roentg., 1959, 82: 462. 


A sTUDY WAS MADE of all roentgenograms available at 
the Mayo Clinic from 48 proved cases of glioma of the 
optic nerve and chiasm. Such tumors grow slowly, 


but some of them are present from birth. Their roent- 
genographic manifestations depend to an important 
degree on the effect of the growing mass on the ad- 
jacent portions of the growing cranium; and it is 
profitable to consider their development in relation 
to the age of the patient, the site of origin, and the 
direction of expansion. 

Gliomas of the optic nerve or chiasm or both are ac- 
companied by roentgenographically demonstrable 
abnormalities in a large majority of cases. 

Tumors limited grossly to the optic nerve usually 
are associated with a large rounded optic canal with- 
out decalcification of its margin. 

Almost half of the tumors involving the chiasm are 
associated with changes involving the inferior aspect 
of the anterior clinoid processes and that portion of 
the sphenoid bone between the limbus of the planum 
and the tuberculum. This is thought to be related to 
growth of the tumor in the developing infantile cal- 
varium. Although not pathognomonic of such a 
tumor, these sphenoidal changes, when accompanied 
by enlargement of one or both optic foramina or in 
the presence of an appropriate visual disturbance, 
should suggest the possibility of glioma of the optic 
chiasm. 

Other gliomas of the chiasm frequently present the 
general and special roentgenographic characteristics 
of other suprasellar masses. 

An estimate of the size and extent of the suprasellar 
tumor may be obtained by pneumoencephalography 
and ventriculography. 


Aneurysms of the Anterior Communicating Artery, 
Anatomic Aspects and Methods of Operation (Les 
anévrismes de la communicante antérieure; Aspects 
anatomiques, modalités opératoires). J. LEporre and 
B. Coxam. Neurochirurgie, Par., 1959, 5: 162. 


THE AUTHORs report their experience in the past 10 
years with 22 patients who had aneurysms of the an- 
terior communicating artery. Nineteen of these were 
operated upon. These lesions may be classified into 
three anatomic types. The first type (14 cases) has its 
great axis in the anteroinferior plane; in the second 
type (7 cases), the great axis lies superior and anterior; 
and in the third type (1 case), the axis of the aneurysm 
is posterior. 

They believe that the anteroinferior type of aneu- 
rysm is the most benign and most accessible through 
a subfrontal or interfrontal anterior approach. In their 
experience, this type always had a neck which was 
more or less large but which was easily identifiable. 
These aneurysms seem to arise at the junction of the 
anterior communicating artery with one or the other 
of the anterior cerebral arteries. 

The second type seemed to be quite different. In 
these, the sac of the aneurysm was usually noted to be 
irregularly shaped, and since it pointed in a superior 
direction, would be in direct contact with and inti- 
mately involve the anterior cerebral artery on one or 
both sides. These aneurysms often seemed to be a 
fusiform dilatation of the anterior communicating 
artery and one or the other of the anterior cerebral 
arteries. Although they often appeared to have a very 
definite neck when viewed on angiograms, the dissec- 
tion of and the identification of such a neck was often 
very difficult. These lesions were also associated with 
multiple anterior communicating arteries or with a 
plexiform type of anterior communicating artery. 

In the third or posterior variety, the aneurysm was a 
centimeter and a half long and a half centimeter wide 
and arose with a short straight neck from the posterior 
surface of the anterior communicating artery and was 
incrusted into the genu of the corpus callosum. 

The authors bring up the question of whether or 
not there are arterial branches arising from the 
aneurysmal sac in some patients. They believe that 
this is a false appearance. The authors think that the 
many fine vessels which are sometimes encountered 
on the surface of the aneurysm arise not from the 
aneurysm but from the nearby anterior cerebral 
artery. 

So far as the therapy of these lesions is concerned, 
the authors believe that bilateral angiography must 
be carried out to determine which of the two carotid 
systems seems to be the more important in the filling 
of the aneurysm. Ligation of the carotids or the an- 
terior cerebral artery proximal to the aneurysm may 
be fraught with considerable danger, although the 
technical aspects of such a ligation are relatively easy. 
It may be difficult to determine from the angiogram 
which artery is filling the aneurysm, since many factors 
may lead to preferential filling. The only logical and 
efficacious method of therapy is that which is directed 
towards elimination of the aneurysm either by ligation 
of its neck, which they did in 8 cases, or by excision of 
the aneurysm itself, which they were able to do in 1 
case. If the aneurysmal neck is not identifiable, global 
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and progressive clipping of the aneurysmal sac can be 
done. They did this in 8 cases. The least satisfactory 
method seemed to be obliteration of the sac by coagula- 
tion or by covering it with a fragment of muscle (3 
cases). So far as the conduct of the operation is con- 
cerned, three factors are important: (1) the necessity 
for a good exposure, (2) the control of the cerebral 
arteries, and (3) the provision for interrupting the 
circulation of these vessels temporarily in which case 
hypothermia is required. 

They believe that one should try to separate com- 
pletely the sac of the aneurysm from the structures to 
which it adheres. It is therefore logical to try at the 
beginning of the dissection to identify the neck of the 
aneurysm and, if possible, to control this. Great care 
should be taken to separate the small vessels from the 
surface of the aneurysm, and this can usually be done 
with cotton sponges. Adherence to the optic tract may 
sometimes make for a difficult dissection, and this is 
especially true if the hemorrhage has become well 
organized with deposits of fibrin. They believe that 
the aneurysms of the superior variety are the most 
difficult since it is practically impossible to define the 
neck at first. The major obstacle is constituted by the 
adherence of the lateral wall of the sac to the origin 
segment of the anterior carotid artery. 

One of their patients refused operation and died 2 
years later from a recurrence of hemorrhage. Two 
others died before surgical intervention. ‘Two patients 
were treated by clipping the anterior cerebral artery 
proximal to the aneurysm. One of these was alive at 
least 10 years after the operation, and the other has 
lived 9 years. The over-all mortality of this series is 25 
per cent. The operative mortality (2 of 19) is 10 per 
cent. Seventeen of their patients have been healed 
without any actual obvious sequelae. The authors 
seem to have achieved extraordinarily good results in 
the treatment of a very difficult problem. 

—WNicholas Wetzel, M.D. 


Immediate and Late Results of Surgery in Cases of 
Saccular Intracranial Aneurysms, James G. HAmit- 
Ton and Murray A. Fatconer. 7. Neurosurg., 1959, 
16: 514, 


THE AUTHORS ANALYZE the results achieved in 112 
consecutive patients treated surgically and followed 
from 2 to 10 years. There were 109 patients with 118 
arteriographically demonstrated aneurysms which 
had been complicated by intracranial hemorrhage. 
Ninety-three patients survived the operation and 
were discharged home. Survivors have been followed 
for periods ranging from 2 to 9 years. During this 
time, 8 have suffered a recurrence, fatal in 4. In at 
least 2 of the fatal cases, recurrent bleeding did not 
come from the aneurysm operated upon but from a 
second and unsuspected aneurysm. 

_The authors state that these figures relating to sur- 
gical treatment should be compared with an expecta- 
tion of a 20 per cent fatal recurrence rate in patients 
managed by conservative treatment and followed for 
the same period. Of the 85 patients who survived the 
follow-up, 71 made excellent recoveries with little or 
no disability. Fourteen patients were disabled, al- 
though some lived active lives. The aneurysms, de- 
pending on their location, were treated with a variety 
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of surgical procedures, but the authors seem to prefer 
the intracranial approach. Hypotensive anesthesia 
was employed routinely in the latter half of the series. 
Hypothermia was not used. The authors seem to 
prefer to wait, if possible, at least a week after the 
initial bleeding before undertaking investigation and 
therapy of these patients. 

The problems associated with surgical therapy of 
the various types of aneurysms are well discussed. 
Particular attention is paid by the authors to those 
cases in which difficulties and poor results were 
obtained. — Nicholas Wetzel, M.D. 


The Treatment of Ruptured Intracranial Aneurysms. 
McKissock, KENNETH W. E. Paine, and 
Lawrence S. WELSH. Neurochirurgia, Stuttg., 1959, 2: 
25. 


DespPITE numerous articles on subarachnoid hemor- 
rhage due to aneurysms, the validity of various forms 
of therapy is still not actually proved. The main reason 
of this is that in the days of conservative management 
angiography was not performed and, hence, the loca- 


tion, the type of aneurysm, and the percentage of ‘ 


aneurysms are not fully known. Since the advent of 
angiography and the more progressive surgical ap- 
proach, there has not been a carefully controlled 
method of selection of patients which would prove 
whether surgery is or is not preferable. 

Because of statistical facts and personal impressions, 
the authors believe that surgery has definitely lowered 
the mortality rate. They have likewise shown that 
simple manipulation of figures—manipulation which 
in some instances might appear justifiable—reveals 
that the surgical and conservative results in compa- 
rable groups did not differ significantly. In view of 
this, the authors have set up a plan of random selec- 
tion of those patients to be treated conservatively or 
by surgery, in hope that by this means they will 
eventually be able to prove which approach is 
preferable. 

The authors have seen 455 patients with subarach- 
noid hemorrhage in a period of 27 months. Of these, 
261 were due to ruptured intracranial aneurysms. If 
coma occurred at the onset of hemorrhage, there was 
a much higher mortality rate than in those patients 
who did not go into coma. Statistical analysis of this 
smaller group shows that 77 per cent died if not op- 
erated upon, whereas the surgical group carried only 
a 44 per cent mortality rate. However, in the group 
without coma there was comparatively little difference 
in those treated conservatively or by surgery. It must 
also be understood that this is a selected group similar 
to previous reports. It has also been verified that in 
those patients in whom an aneurysm could not be 
seen by angiography, the over-all mortality rate due 
to recurrent hemorrhage was much lower than in those 
with verified aneurysins. —Jack I. Woolf, M.D. 


Hydranencephaly and Allied Disorders, a Study of 
Cerebral Defect in Chinese Children. C. S. Murr. 
Arch. Dis. Childh., London, 1959, 34: 231. 


THE conpITION is defined as a complete or almost 
complete absence of the cerebral hemispheres with 
the preservation of the leptomeninges and dura 
mater. The morbid anatomy demonstrates preserva- 
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tion of the basal ganglia beyond which there extends a 
thin membrane of immature nervous tissue and usual- 
ly the first and second cranial nerves. The possible 
causes of this defect, which may be viral, chemical, or 
vascular in origin, are reviewed with a survey of the 
pertinent literature. 

Clinically, the condition is one of functional decor- 
tication. Hyperirritability, preservation of the Moro, 
startle, and grasp reflexes, inco-ordinate eye move- 
ments, strabismus, nystagmus, and microphthalmia 
are recorded. Enlargement of the head is a constant 
finding. The emphasis is on the finding of little 
spontaneous activity, cranial enlargement, and eye 
disturbances. Transillumination of the head is a help- 
ful diagnostic tool. The electroencephalogram shows 
a complete absence of electrical activity in the areas 
in which there is lack of brain tissue. Angiography 
demonstrates a hypoplastic internal carotid artery; 
the circle of Willis is intact but small. The oldest child 
on record lived to 3.5 years of age. The author pre- 
sents 11 case histories with illustrative gross and 
microscopic material. 

The developmental defect may be a primary in- 
hibition of differentiation of the primary nervous tube 
before the end of the second month of intrauterine 
life. The volume of fetal brain which needs to be 
involved by the etiologic agent may be as small as 
1 c.c., but, if hemorrhage occurred in such a local 
area, it is difficult to explain the amount of hemosi- 
derin seen in the tissue. The previously reported 
splenic abnormalities as well as anomalies of the 
heart and great vessels suggest that the timing of the 
onset of this defect may be about the thirty-sixth day 
after conception. Although disturbances in the vascu- 
lar system have been offered as the mechanism for the 
defect, no arterial or venous lesions were found in this 
series despite the varying amounts of hemosiderin 
present in all specimens. The preservation of the basal 
ganglia is not incompatible with the vascular origin 
of the defect observed, since these nuclear masses re- 
ceive their supply from several sources. However, in 
this series all vessels were found to be present and 
patent and appeared normal on histologic examina- 
tion. The author’s case 11 was the only exception. In 
this case absence of a blood vessel and a defect in the 
cerebral substance which was covered by a dense 
vascular fibrous sheet were suggestive of repair fol- 
lowing vascular disturbance. 

The author concludes that hydranencephaly and 
the porencephaly represent varying degrees of the 
same pathologic process but that the evidence avail- 
able does not support any one cause for the lesions to 
the exclusion of another. —W. Eugene Stern, M.D. 


Angioreticuloma of the Brain. Cuan Minc-Suu and 
Cuao Yi-Cw’Enc. Chin. M. 7., 1959, 79: 112. 


ANGIORETICULOMAS in this report comprise not only 
hemangioblastomas but also angioblastic meningio- 
mas. This report is the study of 18 such pathologically 
verified cases from the Neurosurgical Department of 
the Peking T’ung Jen Hospital, Peking, China, from 
1955 to 1957. This is said to be approximately 6.4 per 
cent of all brain tumors verified. In 10 of the patients 
the tumor was in the supratentorial region, 1 of these 
being in the pituitary region; and 8 were in the in- 
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fratentorial region. Neither polycythemia nor Hip. 
pel’s disease was found in any of the patients. 

The patients with infratentorial lesions were found 
to have a comparatively short clinical history and most 
commonly to have increased intracranial pressure and 
early papilledema. Ataxia and nystagmus occurred in 
all patients. 

Patients with supratentorial lesions usually presented 
a longer history with convulsive seizures and other 
focal signs before development of increased intracrani- 
al pressure. Xanthochromic spinal fluid with menin- 
geal irritative signs was frequently present and con- 
sidered to be of good diagnostic value. Surgery was 
carried out in all of these patients, and total removal 
of the tumor nodule and the cyst was attempted, since 
it would result in a cure. However, in some of the pa- 
tients complete removal was impossible, in which 
case recurrence occurred or was anticipated. 

— Jack I. Woolf, M.D. 


The So-Called Spontaneous Intracranial Pneumato- 
cele (Il pneumatocele intracranico cosiddetto spon- 
taneo). Gracomo Nort Buratini. Radiol. med., Milano, 
1959, 45515. 


THE PATIENT was a 20 year old student who, 3 years 
previously, began to suffer from attacks of fronto- 
orbital pain and a sense of pressure. Recently the 
frontal headaches had reappeared and were par- 
ticularly intense as a result of sneezing and blowing 
the nose. Soon thereafter there developed a right- 
sided hemiparesis, particularly intense in the right 
arm and associated with disturbances of balance. 
There was never any nausea or vomiting and the eyes 
exhibited no evidence of increased cranial pressure at 
any time. Spinal fluid findings were normal. 

The roentgenographic examination of the skull 
demonstrated a large left-sided gaseous shadow defect 
which was irregularly triangular, its apex extending 
down near the midline at the limit of the upper wall 
or roof of the orbital cavity and extending upward to 
approximately the level of the cranial apex. On lateral 
projection this shadow defect was observed to lie im- 
mediately under the bony vault of the skull and to be 
tubular or sausage-shaped. Examination in various 
positions did not demonstrate any changes in the size 
or shape of the defect. 

The roentgenographic examination also disclosed a 
shadow about the size of a hazel nut a short distance 
from the midline which appearéd to abut both on the 
posterior wall of the frontal sinus and on the cor- 
responding area of the orbital roof. The depth of the 
shadow between this dense shadow and the midline 
seemed to be greater than that of the corresponding 
shadow on the right side. 

At operation the dense nut-sized shadow was found 
to be a highly nodular frontal sinus osteoma which 
had eroded through the posterior wall of the left 
frontal sinus and produced a small dehiscence of the 
dura. The less pronounced shadow density nearer 
the midline turned out to be a large polyp which 
partially protruded into the opening of the naso- 
frontal duct thus preventing, by a valve-like action, 
the return to the nasal cavity of any aspirated air. 

Enlargement of the dural dehiscence disclosed the 
fact that the large shadow defect belonged to a sub- 
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dural pneumatocele, or pneumocephalus. The left 
cerebral hemisphere was pushed downward and back- 
ward, uncovering the entire upper region of the left 
cranial vault. The osteoma was removed, as was the 
polyp, and the breach in the bone was closed with 
fascia lata. 

The convalescence was uneventful. There was 
progressive remission of the symptomatology and later 
roentgen examination revealed, other than the defect 
left by the removal of the osteoma and its area of 
erosion of the skull, no evidence of the original condi- 
tion. 

A study of the literature on this subject leads the 
author to believe that his case was the first one in 
which the postulated valvular factor in the develop- 
ment of the pneumocephalus has been actually demon- 
strated. — John W. Brennan, M.D. 


A Statistical Study of Brain Tumors in the Neuro- 
surgical Clinics in Japan. SHiceTsuGE KatsurA, JIRO 
Suzuki, and Toxuo Wapa. 7. Neurosurg., 1959, 16: 570. 


Tuis REPORT is based upon a study of 3,312 cases of 
brain tumors collected from 23 of the larger neuro- 
surgical clinics in Japan. 

Neurosurgical patients are being operated on much 
more frequently today. In 1948 only 499 cases were 
reported from the main universities in Japan. It is 
stated that the incidence of meningiomas was about 
the same as in other reported series, whereas neuri- 
nomas were found to be more frequent and gliomas 
somewhat less frequent. Apparently, there has been a 
more radical approach to the treatment of pineal 
tumors, since in 6 patients a total removal was accom- 
plished with a successful outcome. In another 11 
patients there was a partial removal with survival. 
The operative mortality is not given but surgery of 
these lesions is said to carry a high mortality. 

— Jack I. Woolf, M.D. 


Electrical Stimulation and Surgical Lesions of the 
Internal Capsule (Stimulation électrique et lésions 
chirurgicales de la capsule interne). G. Gutot, M. 
Sacus, E. Hertzoc, S. Brion, and Others. Neuro- 
chirurgie, Par., 1959, 5: 17. 

Tis srupy is based on 175 cases in which stereotaxic 

operations were performed under local anesthesia for 

dyskinesias, predominantly Parkinson’s disease. 

The electrode was introduced through an occipital 
parietal trephine opening and directed anterobasally 
in the parasagittal plane, 17 millimeters from the mid- 
line. It reached the anterior commissure, the mam- 
millary body baseline, at the junction of its upper and 
middle thirds and perpendicular to it. Electrical 
stimulation was carried out frequently, and the ap- 
pearance of motor responses indicated that the elec- 
trode had entered the posterior limb of the internal 
capsule. As the electrode was advanced, the responses 
involved the contralateral lower extremity first, then 
the upper extremity, and then the face. The disap- 
pearance of motor responses indicated entry into the 
globus pallidus. This order of response was much the 
same even though the distance from the midline 
varied. 

The authors conclude that the face, arm, and leg 
fibers are not sharply delimited but overlap and are 
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all distributed rather widely in the posterior limb of 
the internal capsule. The responses were constant and 
stable, and seizures were not produced. 

The technique of creating the lesions was pre- 
sented in a previous article by the authors. The best 
results were obtained with lesions at the pallidocap- 
sular junction. Purely pallidal lesions were not suc- 
cessful. Even with lesions placed directly in the inter- 
nal capsule, the neurologic disturbances were mild 
and transient. In 60 per cent of the cases with capsu- 
lar involvement, there was no demonstrable deficit; 
and in the remainder, there were only minor dis- 
turbances consisting of hyperreflexia, facial asym- 
metry, and occasional hand weakness. These dis- 
turbances were attributed to the small lesion, which 
in 3 autopsies varied from 5 to 8 millimeters, and to 
the wide distribution of the face, arm, and leg fibers 
within the posterior limb of the internal capsule. 

—Sanford Larson, M.D. 


Treatment of Certain Dyskinesias and Simplified 
Stereotaxic Techniques (Traitement de certaines 
dyskinésies). P. TouRNoux. Neurochirurgie, Par., 1959, 
5: 43. 


THE AUTHOR DISCUSSES a simplified stereotaxic tech- 
nique for the treatment of certain dyskinesias, particu- 
larly the parkinsonian syndrome. He states that the 
classical concept of the parkinsonian state places 
great emphasis on the ansa lenticularis. He believes 
that the isolated destruction of this structure is an 
illusion and that most lesions that have any effect 
involve the region of the ansa lenticularis, which con- 
sists of the medial part of the globus pallidus and a 
part of the genu of the internal capsule. He also does 
not believe that sectioning the ansa constitutes the key 
to therapy of the dyskinesias. 

He states that experience has shown that a strictly 
pallidal lesion affects mostly the rigidity of the parkin- 
sonian patient and modifies the tremor but little. The 
tremor would seem to be more affected by lesions that 
border on the internal capsule or the suboptic forma- 
tion. In the more complex dyskinesias, attention must 
be paid particularly to the suboptic formations, the 
field of Forel, and the corpus Luys. 

The author has simplified the basic stereotaxic 
technique of Talairach. He introduces the electrode 
parallel to the anterior-posterior commissural line, 
following a base line established by previous studies 
of the central gray nuclei. The line in the case of a 
patient with a parkinsonian syndrome is situated 17 
to 18 mm. from the midline. A second plane situated 
14 mm. from the midline is used for other studies. 
Lesions have been made by using either radioactive 
material, such as gold, or electrocoagulation. An an- 
terior approach is employed, and the trocar is intro- 
duced under stereotaxic control. The site of the in- 
ternal capsule is determined by electrical stimulation. 
The location of the lesion itself is determined by both 
the radiographic controls and the results of electrical 
stimulation. 

The author has obtained some very interesting re- 
sults from a physiologic standpoint, particularly in- 
sofar as stimulation of the various portions of the in- 
ternal capsule is concerned. 

— Nicholas Wetzel, M.D. 
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An Apparatus and Technique for Surgery of Dyski- 
nesias. C. BERTRAND and N. MArtTINEz. Neurochtrur- 
gia, Stuttg., 1959, 2: 36. 

THE AUTHORS present their study of a series of 80 pa- 

tients with Parkinson’s disease treated by a leucotome 

lesion placed in the region of the globus pallidus by 
the stereotaxic instrument devised by Dr. Bertrand. It 
has been found that a lesion centered 15 mm. from the 
midline, 10 mm. below, and 8 to 10 mm. behind the 
center of the foramen of Monro usually produces the 
best results. If tremor is the more important symptom, 
the lesion should be a millimeter or two posteriorly, 
whereas if rigidity is the more prominent symptom, 
the lesion should be a millimeter or two more ante- 

riorly. However, if the lesion is beyond these limits in a 

slightly more posteroinferior direction, choreoathetosis 

may occur temporarily. 

The stereotaxic instrument used is well presented by 
pictures and careful discussion. In essence, it consists 
of (1) a base with grids mounted on either side of a 
mobile head holder, (2) a fixation frame, and (3) a 
brace with a guiding bar for insertion of the needle or 
leucotome. This well devised unit can also be used for 
other neurosurgical procedures in which a guided 
measuring device would be of help. 

A transitory drop in prothrombin time is a specific 
finding after production of lesions of the posteroinferior 
part of the globus pallidus; however, it is easily treated 
by the administration of vitamin K. Other clinical 
aspects of note are that such patients can tolerate large 
doses of amphetamine sulfate but are hypersensitive to 
chlorpromazine. Chlorpromazine, however, is very 
useful in small doses to counteract the occasional hy- 
perthermia with increased respirations and pulse rate. 
In a single case mentioned, only 10 mgm. of chlor- 
promazine was used with excellent stabilizing effects. 

Pneumoencephalographic studies performed in re- 
lation to the operative procedure have consistently re- 
vealed that cortical atrophy is found in the senile form 
of the disease, whereas in the younger individuals with 
the so-called postencephalitic Parkinsonism, a sub- 
cortical atrophy—ventricular dilatation—is more 
commonly found. 

This report is not a statistical analytical study but 
primarily a presentation of the authors’ pneumotaxic 
instrument, the main points of the surgical therapy, 
and various interesting clinical findings. 

—Jack I. Woolf, M.D. 


Intrahypophysial Implantation of Radioactive Yttrium 
in 5 Cases of Acromegaly (Infissione intraipofisaria 
di ittrio® in cinque casi di acromegalia). A. M. Do- 
cuioTt1, A. Rurro, and G. M. Mo.inatti. Minerva 
med., Tor., 1959, 50: 1575. 


THREE FEMALES AND 2 MALES, aged 26 to 46, had had 
symptoms of acromegaly for periods of 2 to 9 years at 
the time of the implantation operation. All of these 
patients had received roentgen irradiation or estro- 
gens without satisfactory results. 

Yttrium 90 is an emitter of pure beta rays with a 
half life of 65 hours and an energy emission of 2.24 
megavolts. It was used in pellets of the oxide, Y,Os, 
4 mm. long and with a caliber of 1.3 mm.; each pellet 
had at the time of implantation a dosage load of 5 to 
6 millicuries; their introduction was by the usual 
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transsphenoidal route. The introduction was guided 
by the use of peroperative fluoroscopy with an image 
amplifier. 

These patients, after the Y® implantation, were 
observed for periods of 22 months, 13 months, 13 
months, 4 months, and 45 days. In none was any dis- 
turbance noted in the parasellar nervous tissues at- 
tributable to the irradiation therapy. 

In the 3 patients with more than a year’s observa- 
tion period there was a complete disappearance of 
the symptoms of headaches, sweating, polydipsia, and 
rachialgia, as well as disappearance or diminution of 
asthenia and polyphagia. In every instance there was 
a diminution in volume in the distal parts of the body, 
the tongue, and the face. In the 2 patients with ob- 
servation periods of 45 days and 4 months, respec- 
tively, these phenomena of symptomatic regression 
were clearly perceptible. In the patient observed for 
45 days augmentation of the polyphagia and polydip- 
sia developed in close correlation with disturbance in 
the glycidic metabolism, which became manifest a 
week after the operation. The sexual function was less 
evidently modified, however; in one instance the li- 
bido returned to normal. The regression of the clinical 
symptoms of acromegaly was rapid during the first 
month after the operation; after that symptoms re- 
gressed less rapidly, but the regression was still con- 
tinuing after a year’s time. 

The metabolic evaluation consisted of determina- 
tion of the serum inorganic phosphorus and modifica- 
tions of the glycidic metabolism (basal glycemia, 
glycemic curve after a glucose tolerance test) and 
calcium (calcemia and calciuria) under basal condi- 
tions and under conditions of tolerance. Of particular 
interest was the study of the calcium balance. It was 
found that a negative calcium balance in the acrome- 
galic syndrome is closely dependent on the hyper- 
increase of the somatotropic hormone and that, when 
this was inhibited, there was first a positive and sub- 
sequently a normal calcium balance. 

On the whole, it may be concluded that all of the 
early disturbances noted in these patients do not con- 
stitute a contraindication to the use of the method. 
since, in the patients who were followed up for a num- 
ber of months, these signs were shown to be of a merely 
transitory character. —John W. Brennan, M.D. 


Cranial and Cervical Rhizotomy in the Control of 
Pain for Malignant Lesions of the Head and Neck. 
Nicuotas WETZEL and ARTHUR BIDDLE. Arch. Surg., 
1959, 79: 410. 


Tus REPORT describes the anatomic and physiologic 
background of operations that may be helpful for the 
control of pain in malignant lesions of the head and 
neck. The nerves involved in the transmission of pain- 
ful sensation from the head and neck to the central 
nervous system are the trigeminal, the intermedius, 
the glossopharyngeal, the vagus, and the posterior 
roots of the upper cervical spinal. All of these nerves 
may be sectioned, using local anesthesia, at a single 
operation. It may not be necessary to section all of 
them in any individual, but the operator should tend 
to section more rather than fewer in any particular 
case. This is important, since, in the past, unsaus- 
factory results in operations such as this may have 
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been due to inadequate denervation of the pain pro- 
ducing areas. 

The experience gained through the treatment of 
16 patients with various malignant lesions of the head 
and neck would indicate that satisfactory pain relief 
can be obtained without an overwhelming operative 
mortality or morbidity. Nine of the patients treated 
were satisfactorily relieved of pain until death. Two 
patients died in the immediate postoperative period, 
and one within 2 weeks of surgery. Four patients had 
a return of pain before they died, and in these an in- 
adequate nerve section had been done. 

The authors believe that this operation is best done 
through a suboccipital craniectomy and cervical 
laminectomy, using local anesthesia and with the 
patient in a sitting position. 


The Effect of Hypophysectomy in Advanced Carci- 
noma of the Prostate. E. J. Raptey Smirn, K. J. 
GuruinG, and D. N. Baron. Brit. J. Urol., 1959, 31: 
181. 


A BRIEF SURVEY of the rationale of hypophysectomy 
in the treatment of carcinoma of the prostate is pre- 
sented. Five patients have undergone pituitary abla- 
tion for this disease, and the postoperative response 
of 4 patients has been studied. 

After surgical removal of the prostate was carried 
out, five seeds of radioactive gold giving a total 
activity of 15 mc. were placed in the fossa. Hypo- 
thermia by external cooling was employed in these 
severely ill patients. Postoperative management 
was not difficult when maintenance doses of cortisone, 
thyroid substance, and pitressin were administered. 
Favorable subjective responses were obtained in all 
patients. In each of these 5, metastases from the 
carcinoma were evident, four in bone and one in 
lymph nodes. The first patient died within 72 hours 
of operation. The remaining 4 survived for 4, 6, 12, 
and 14 months after hypophysectomy. The duration 
of remission coincided, within 1 to 2 months, with 
the duration of survival. In all of the 4 patients fol- 
lowed up, there was clinical evidence of functionally 
complete hypophysectomy. Bone pain was markedly 
relieved, and regression of lymph node metastases and 
of the primary prostatic lesion was observed in all 4 
survivors. Little roentgenographic change in the 
skeletal lesions was noted. 

Sciatic pain due to nerve root involvement les- 
sened rapidly, as did anemia. In all 4 patients the 
hemoglobin was seen to rise postoperatively. The acid 
phosphatase in the serum decreased slightly in 3 pa- 
tients and increased markedly in 1. In all 4, the alka- 
line phosphatase increased slightly; the urinary 
oxysteroids and iodine 131 uptake decreased; basal 
metabolic rate fell sharply; and the plasma cholesterol 
rose. 

In reviewing the experience of others with hypo- 
physeal ablation, the authors note the striking com- 
parison between response of carcinoma of the breast 
to adrenalectomy and the very slight improvement 
after adrenalectomy in carcinoma of the prostate. Ac- 
cording to the literature, the untreated patient with 
metastatic carcinoma of the prostate survives an 
average of 19 months. After treatment with orchiec- 
tomy and androgens, survival time is prolonged to 65 
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months. The effect of hypophysectomy must be 
judged in comparison with these results. All 5 of the 
authors’ patients had received stilbestrol with slight 
to moderate improvement in 4 and no effect in 1. In 
the latter, however, a very satisfactory response to 
hypophysectomy was realized. 

With the technique of removal described, the 
authors believe that they leave no more than 1 to 3 
per cent of the anterior lobe in the fossa, and they 
found no clinical evidence of function even when 5 to 
10 per cent of the parenchyma remained. The return 
or reactivation of the carcinomatous growth always 
occurs and is presumably due to the development of 
autonomy on the part of the tumor and the develop- 
ment of alternate metabolic pathways rather than to 
the production of steroid hormones in nonglandular 
tissue or to hormonal secretion by a vestigial pharyn- 
geal pituitary. 

Removal of somatotrophin, gonadotrophin, and 
luteotrophin may be of significance in the beneficial 
results observed. Three of the patients who had be- 
come resistant to stilbestrol in doses up to 60 mgm. 
per day improved after hypophysectomy. None of 
these patients had been castrated. The authors are 
prepared to utilize this procedure in a more extensive 
clinical trial. —W. Eugene Stern, M.D. 


SURGERY OF THE NERVOUS SYSTEM 


Percutaneous Implantation of Radioactive Gold Seeds 
into the Pituitary for Treatment of Metastases of 
Carcinoma of the Breast and Prostate (Die percu- 
tane Hypophysenspickung mit Radio-goldseeds beim 
metastasierenden Mamma- und Prostatakarzinom). 
E. Frey and U. Coccui. Schweiz. med. Wschr., 1959, 
89: 652. 


THE auTHors, of the Radiation Department of the 
University of Zurich, Switzerland, discuss the tech- 
nique and the results of treating metastases of mam- 
mary and prostatic carcinoma by implantation of 
radioactive gold seeds into the pituitary. Seven patients 
with mammary carcinoma and 1 with prostatic car- 
cinoma were treated successfully and without un- 
toward side effects. 

With the patient under general anesthesia with 
intubation the puncture needle is inserted percu- 
taneously at the medial angle of the orbit. After per- 
foration of the orbital wall the probing cannula is in- 
serted under fluoroscopic control and advanced to the 
anterior wall of the sella turcica. Before this wall is 
perforated, anteroposterior fluoroscopy is done to 
confirm the position of the cannula, the tip of which 
should be 1 to 2 mm. lateral of the median line. Then 
the wall of the sella turcica is penetrated by means of 
a small mallet of plastic material. 

Only after the correct position of the needle tip 
inside the sella turcica has been confirmed by roent- 
genogram are the gold seeds inserted. Three or four 
seeds of 10 mc. each are implanted; they have the 
shape of small cylinders 2.5 mm. in length and 0.8 
mm. in diameter. Theoretically, the radiation pro- 
duced by the gold seeds should cause a spheroid area 
of necrosis of 10 mm. diameter, that is, the largest 
portion of the pituitary should be destroyed. 

The clinical success of the procedure was spectacu- 
lar in all cases. The excruciating pains from the bone 
metastases subsided in a short time, and several of the 
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patients who before the intervention had been con- 
fined to bed for many months, were able to be up and 
about, to perform light house work, and to go for 
walks. Patients with metastases in the liver, lung, and 
other organs, however, were not benefited by radia- 
tion of the pituitary. In 3 of the patients signs of ad- 
disonism (prostration, anorexia, and nausea) de- 
veloped that were promptly controlled by the ad- 
ministration of cortisone. 
— Werner M. Solmitz, M.D. 


Implantation of Radioactive Yttrium into the Sella 
urcica as Treatment of Advanced Stages of Carci- 
noma of the Breast and Prostate (Infissione de ittrio 
radioattivo, Y%, nella sella turcica nel trattamento 
del carcinoma mammario e prostatico in stadio avan- 
zato). P. Gorrrini, F. Fesani, and A. PERACCHIA. 
Arch, ital. chir., 1959, 85: 269. 


THE AUTHORS REPORT their results of the treatment 
of 15 patients with carcinoma of the breast and 6 
with carcinoma of the prostate, all in advanced stages. 
They analyze the different radioactive substances 
used up to the present time in the radiobiologic de- 
struction of the hypophysis and the reasons why they 
use Y% as an advantageous choice. Among the com- 
plications have been 3 cases of rhinorrhea and 2 of 


meningitis. The authors also mention transient oculo- . 


motor nerve palsy. Of the 6 patients with carcinoma 
of the prostate, 3 have had subjective improvement 
but only 2 have also had objective signs consisting of 
healing of the bony metastases. Of the 15 patients 
with carcinoma of the breast, 12 have had subjective 
improvement, 9 with objective signs. These were re- 
markable among those who had pleuropulmonary 
metastasis, all of whom improved. 

It is the authors’ final comment that even if the 
negative results are still high, hypophysectomy is the 


therapy for patients with conditions similar to those 
reported. —Ruben Brochner, M.D, 


SPINAL CORD AND ITS COVERINGS 


Anatomicoclinical Considerations on 53 Cases of Me. 
tastases of the Central Nervous System (Considera- 
zioni anatomo cliniche su 53 casi di metastasi del 
sistema nervoso centrale). G. GomrraTo, A. Sicuro, 
and F. Ferro Mitone. Minerva med., Tor., 1959, 50: 
2273. 


THE AUTHORS REVIEW the metastatic tumors found 
among 2,000 cases of nervous system tumors seen at 
the University of Torino, Torino, Italy from 1947 to 
1957. They mention some of the causes that give a 
relative value to this statistical report and similar 
ones. 

They found only 53 cases, the primary growths 
located, according to their frequency, in the lung, 
breast, thyroid, and urogenital apparatus. Most of 
the patients had had the primary tumor treated 
before discovery of the nervous system metastasis. 
Most of the patients had had symptoms and signs of 
increased intracranial pressure, such as headache, 
nausea, and vomiting. Diverse degrees of papille- 
dema, mental confusion, and seizures were also fre- 
quent. The electroencephalogram was a useful diag- 
nostic aid in localizing the neoplasm. Angiography 
was the most important element in the diagnosis, and 
the authors describe two main types of radiologic 
images, one with a characteristic zone of increased 
vascularization, the other with an avascular zone. 
There are, of course, several combinations. 

It is the authors’ final impression that when the 
metastatic process has progressed to focal signs, fatal 
outcome should be expected very shortly. 

—Ruben Brochner, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Diagnostic Value of Nipple Discharges (La valeur 
diagnostique des écoulements par le mamelon). J. 
Mercier and H. REpon. Ann. chir., Par., 1959, 13: 745. 


ONE-HUNDRED TWENTY CASES of discharge from the 
nipple without an apparent tumor are reported. The 
cases were divided into papillary tumors and intra- 
canalicular epitheliomas. The authors believe that 
nipple discharges are more often unilateral, but they 
report in this article 8 cases of bilateral blood-stained 
discharge and 10 additional cases with blood-stained 
discharge on one side and serum discharge on the 
other. Of 99 cases of bloody discharge 75 were due to 
benign lesions, 13 to epitheliomas, and 11 to lesions 
suggestive of but without proof of malignancy. Of 
the remaining 21 cases in which the discharge was not 
bloody, 16 were due to benign lesions, 1 to a malig- 
nant lesion, and the diagnosis of 4 lesions was uncer- 
tain. 

The authors conclude that 13 per cent of the cases of 
nipple discharge represents the incidence of malig- 
nancy. Long duration of a blood-stained discharge is 
infavor of malignancy. It is the general opinion of the 
authors that cases of bilateral nipple discharge through 
multiple orifices, particularly in young women, are the 
only ones that can be watched very closely and ex- 
tensive mutilation of the breast avoided. Periodical 
examinations should be made and in cases of intra- 
galactophorous carcinoma radical mastectomy is con- 
sidered as the best surgical procedure. 

—M. Lépez-Belio, M.D. 


The Lymphatics of the Breast. R. ‘I’. Turner-War- 
wick. Brit. J. Surg., 1959, 46: 574. 


BorH sURGICAL and radiotherapeutic methods of 
treatment of carcinoma of the breast presuppose a 
knowledge of the lymphatics and lymphatic drainage 
of the breast. The present study, which won the 1957 
Moynihan prize of the British Association of Sur- 
geons, was undertaken to determine the anatomy of 
breast lymphatics by intravital techniques. In all, 88 
patients were studied by a variety of methods includ- 
ing diffusible dyes, radioactive colloidal gold, iron 
dextran solutions, and thorotrast. 

Like the lymphatics of the remainder of the body, 
the breast lymph trunks tend to accompany the blood 
supply. Their flow is approximately proportional to 
such supply. This blood supply to the breast is from 
three main sources, the majority coming from the 
axillary and the internal mammary vessels with a 
minor contribution from the lateral perforating 
branches of the intercostal vessels. 

Breast lymphatics arise in the lobules and most of 
them drain directly to the lateral thoracic—the 
Roviere external mammary—group of nodes that 
extend from the axillary tail to the apex of the axilla. 
These lymphatics run in the substance of the gland 
but, once in the axilla, are on its medial wall although 
not in the deep fascial plane. The main breast lympha- 


tics run parallel to the lateral thoracic vessels but are 
independent of them. Proximally, these nodes are 
under the lower border of the axillary vein and be- 
tween it and the first rib. The brachial lymphatics lie 
above the vein. 

The internal mammary nodes lie with the vessels 
from the fifth intercostal space upwards to the retro- 
clavicular glands. They are usually between the 
costal cartilages and receive lymph from the lateral 
perforating branches of the upper intercostal vessels 
as well as from the anterior perforating vessels. The 
lateral perforating lymphatics are usually propor- 
tional in size to the vessels which they accompany. 
There are always lymphatics with the intercosto- 
brachial nerve. These perforating lymphatics pass 
entirely through the fascial planes; they perforate the 
pectoralis major without plexiform arrangement but 
do not penetrate the pectoralis minor. 

The importance of the subareolar plexus of Sappey 
has probably been overemphasized in the past. 

There is no evidence to support the older theory 
that the lymphatics of the fascial plane constitute a 
normal lymphatic pathway from the breast to the re- 
gional glands. 

Subcutaneous lymphatics of the breast are much 
like those over the rest of the body surface. 

There is little evidence to support the theory of 
spread of mammary carcinoma to the abdominal 
cavity by way of the paraxiphisternal area. 

Lymph flow to the ipsilateral axillary nodes is most 
significant, and 75 per cent of mammary lymph takes 
this direction. The remainder finds its way to the ip- 
silateral internal mammary nodes, an insignificant 
amount crossing the midline. 

The text and illustrations of this article are highly 
recommended. Five of the photographs are well re- 
produced in color. — John F. Bergan, M.D. 


Recurrent Fibroglandular Tumors and Sarcoma of 
the Breast (Las lesiones tumorales fibroglandulares a 
repeticién y los sarcomas de las mamas). N. PUENTE 
Duany. Arch. cuban. cancer., 1959, 18: 117. 


IN THIS ARTICLE several cases of sarcoma of the breast 
preceeded by a number of recurrences of a fibro- 
adenomatous lesion are reviewed. The author also 
reports on 2 detailed cases of his own in which a sar- 
comatous lesion of the breast was preceeded by multi- 
ple previous recurrences of fibroadenomas. The au- 
thor’s 2 patients were women of the same age, 34 
years, in whom vaginal smears showed signs of hy- 
perestrinism. In both patients several excisions, six 
and seven, respectively, of a fibroadenoma were per- 
formed before a definitive diagnosis of sarcoma could 
be established. In one case the pathologic diagnosis 
was fibrosarcoma and in the other of the phyllode 
ty 


pe. 

There is a well known tendency for sarcoma of the 
breast to recur after excision. Local persistent recur- 
rences of fibroadenomas after excision have also been 
demonstrated. This same condition may well play a 
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role in the relation between fibroadenoma and sar- 
coma of the breast. 

The author states that there is a great similarity in 
the clinical behavior and the histopathologic picture 
between the recurrent fibrosarcoma and the stroma of 
some fibroadenomas. He recommends that attention 
be paid to the intracanalicular fibroadenoma in 
women over 25 or 30 years of age, especially when 
their stroma have a sarcomatous aspect. In these 
cases it might be wise to perform a simple mastectomy 
earlier than usual. —Rafael G. Sorrentino, M.D. 


A Study of Fatal Breast Cancer. H. WaLtpo PoweELui 
and Donatp R. Rooney. Am. Surgeon, 1959, 25: 692. 


THIS RATHER UNIQUE sTUDY includes only those pa- 
tients who died. The material included 239 patients 
with breast cancer who were initially treated at a 
memorial clinic between 1937 and 1957. Radical 
mastectomy was performed on 170 of the 239 patients. 

Although statistical comparisons were not made, 
the authors stated that in this selected group longev- 


ity, computed from initial symptom or from original , 


therapy to death, is not greatly altered by present 
treatment. Once breast cancer is manifested clinically, 
either as a recurrence or as a metastatic lesion, longev- 
ity computed from the date of the recurrence to death 
is not greatly affected by the original stage of the 
disease or by the interval during which the patient is 
considered to be free of the disease. 

According to the authors, the findings are not to be 
construed as a condemnation of present therapeutic 
regimens. Instead, they consider their findings as a 
stimulus to further research in the therapy of breast 
cancer. —Stephen W. Carveth, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hyperkeratosis of the Larynx. ARTHUR J. CRACOVANER. 
Arch. Otolar., Chic., 1959, 70: 287. 


HyperkeEratosis of the larynx is considered to be a 
precancerous lesion and in many cases the growths do 
metamorphose into true cancers. However, many such 
lesions are benign and radical treatment is unneces- 
sary. 

Small localized lesions are treated by stripping the 
cords under direct laryngoscopy. Irritation due to al- 
cohol, tobacco, abuse of the voice, and infection are 
eliminated. Lesions that recur on one cord or a papil- 
lomatous-appearing lesion are removed by laryngo- 
fissure. Lesions that recur on both cords are treated by 
irradiation. If this treatment is unsuccessful a laryn- 
gectomy is performed. The extensive involvement of 
the larynx by a warty papillomatous-appearing lesion 
is indication for laryngectomy. 

—W. Foster Montgomery, M.D. 


Repair of Tracheal Defects Using Aortic Grafts (Ri- 
parazioni di perdite di sostanza tracheale con omoin- 
nesti aortici). Errore Pretro. Chir. pat. sper., 1959, 
72823. 


THE AUTHOR REPORTS experiments performed on dogs. 
The cervical trachea was exposed and a segment was 
excised three rings in height and about two thirds of 
the circumference. This was repaired by fresh aortic 
homografts taken from dogs used in other experi- 


ments. The grafts were fortified by horizontal and 
longitudinal steel wire sutures placed in the graft be- 
fore it was applied to the defect. 

Five dogs were used in the experiments. One dog 
died and the other 4 survived the operation and were 
sacrificed at 20 to 80 day intervals. The macroscopic 
and microscopic studies showed adequate repair of 
the defect. —Lucian 7. Fronduti, M.D. 


Prevention of Pulmonary Complications in Infants 
with Tracheotomy by Modification of the Trache- 
otomy Cannula. ArrHuR WINTER and Epwin Gn- 
mMorE. WV. England J. M., 1959, 261: 482. 


AFTER TRACHEOTOMY in the infant the end of the metal 
tracheotomy cannula may abut on the carina or pass 
into the right main stem bronchus. The authors pre- 
sent 2 cases to illustrate this complication. 

The first case concerns a 16 month old female in- 
fant in whom laryngeal edema developed after head 
injury. A tracheotomy resulted in immediate improve- 
ment lasting for 24 hours. At this time respiratory 
distress again developed and it was noted that the left 
side of the chest failed to expand as much as the right 
and that breath sounds were reduced over the left 
side of the lung. A roentgenogram of the chest re- 
vealed that the cannula had slipped into the right 
main bronchus. A modified short cannula was then 
inserted and the patient improved. In the second 
case, a tracheotomy was performed prior to open 
heart surgery. Several hours later, the patient sud- 
denly stopped breathing. A post mortem film of the 
chest showed that the tracheotomy cannula had en- 
tered the right main stem bronchus. There was partial 
atelectasis of the right lung and marked emphysema 
of the left. 

The authors point out that reliance should not be 
placed upon the tables relating tracheotomy tube 
number to the age of the child. They believe that any 
child on whom an elective tracheotomy is contem- 
plated should have roentgenograms of the chest to 
demonstrate the location of the carina. After insertion 
of the tube, auscultation of both lungs will also give 
information about proper aeration. They advocate 
the use of a modified tracheotomy cannula, 2 cm. 
shorter than that prescribed in the table. 

—Alan Thal, M.D. 


Prescalene Fat Pad Biopsy, Analysis of 362 Cases. 
Grorce A. and E. BRown_ee. j. 
Thorac. Cardiovasc. Surg., 1959, 38: 402. 


A 5 YEAR EXPERIENCE with 362 biopsies of the pre- 
scalene fat pad in the diagnosis of intrathoracic disease 
is reviewed in this study. Ipsilateral biopsies were per- 
formed in most of the cases. 

Only 27 per cent of the biopsies were diagnostically 
positive and 19 per cent of the entire group were posi- 
tive for carcinoma. As expected, a higher incidence of 
positive results was obtained when the nodes were 
palpable preoperatively. 

Eventually, 208 of the patients were found to have 
carcinoma originating in the lung, and 68 of these 
had metastases to the prescalene nodes. When the 
lymph nodes were palpable, 75 per cent were found 
to be positive for cancer. In patients with broncho- 
genic carcinoma, in whom the lymph nodes were im- 
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palpable, 12.7 per cent were found to have metastases 
in these nodes. 

A number of diagnoses other than bronchogenic 
carcinoma were made from the 362 biopsies. Of 28 
other diagnoses, 10 were of carcinoma other than 
bronchogenic, 5 were of Boeck’s sarcoid, and 4 were 
of tuberculosis. 

The article has an excellent illustration of the opera- 
tion. — john 7. Bergan, M.D. 


Bronchiectasis in Children: Its Multiple Clinical and 
Pathologic Aspects. Howarp Witttams and R. N. 
O’Reitty. Arch. Dis. Childh., London, 1959, 34: 192. 


BRONCHIECTASIS should be regarded as the end result 
of a number of distinct diseases. In a study of the 
development of bronchietatic lesions in a wide variety 
of patients, it was possible to classify them into definite 
groups according to their primary pathologic cause. 
The authors studied 650 patients with bronchiec- 
tatic lesions. It was possible to follow 241 of these from 
the inception of the disease process for periods of 4 to 
10 years. Of this latter group, 37 were classified as 
subacute pyogenic pulmonary collapse, and 57 were 
classified as nonspecific infective bronchiolitis and/or 
interstitial pneumonia. ‘These two groups comprised 
the clinical material on which this report is based. 
Subacute pyogenic collapse occurred at all ages but 
was most common between the ages of 2 and 6 years; 
there was no significant difference in sex incidence. 
The onset was acute with either pneumonia, non- 
specific respiratory infection, pertussis, or morbilli. 
Physical signs were always localized to the affected 
lobe or lobes and were often unilateral and unilobar. 
Usually crepitations and rales and diminished breath 
sounds were found. On roentgenographic examina- 
tion collapse was always initially present. Sputum 
cultures revealed pathogenic organisms in the early 
stages in over 50 per cent of the patients. Bronchiec- 
tasis was frequently unilateral and the right side was 
more commonly involved than the left. Dilated 
bronchi usually were those of the more proximal divi- 
sions of the bronchial tree. The process was often re- 
versible and never generalized or progressive. Under 
treatment these patients frequently became dry and 
asymptomatic 1 to 2 years after the initial infection. 
In the group with nonspecific infective bronchiolitis 
and interstitial pneumonia, the patients were usually 
less than 2 years old. The disease was uncommon after 
3 years of age. The onset was insidious, with bronchio- 
litis in approximately 75 per cent of patients. The 
onset was acute with bronchopneumonia, pertussis, or 
morbilli in approximately 25 per cent of patients. 
Chronic upper respiratory infection was always 
present, usually persistent, and otherwise recurrent. 
On physical examination, bilateral crepitations were 
widespread in the initial phases of the disease, espe- 
cially in the lower half of the chest. Clinical signs were 
more extensive than was bronchographic evidence of 
the disease. Familial history of proven bronchiectasis 
in 14 per cent of the patients was found, and a history 
of chronic sinusitis, bronchitis, and probable bron- 
chiectasis in 38 per cent of siblings and immediate 
relatives was also noted. In the early stages there is 
frequently little or no evidence of parenchymatous 
disease on roentgenographic examination, especially 
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in those patients with insidious onset. In the later 
stages, mottling, haziness, and collapse may occur. In 
the majority of early cases no specific bacterial patho- 
gens were isolated. The disease was commonly bi- 
lateral, and the left side usually was more extensively 
involved than the right. The dilated bronchi found 
initially were usually those of the peripheral parts of 
the bronchial tree. The lesions may be generalized, 
localized, or progressive, and are never reversible. 
Under treatment it was noted that nasal discharge, 
cough, sputum, and febrile episodes persist through 
childhood; but often between the ages of 10 and 14 
years the symptoms become less severe. 

Very satisfactory results were obtained on treat- 
ment of those patients in the collapse group in whom 
early diagnosis was made, and effective chemo- 
therapy, physiotherapy, and postural coughing were 
instituted. In the bronchiolitis group the results of 
treatment were not nearly as satisfactory. Chemo- 
therapy had to be used empirically, as a pathogenic 
organism could not be isolated in most of the patients. 
Difficulty was experienced with postural coughing and 
physiotherapy, as the majority of children were under 
the age of 3 years. There is little doubt that inability 
to restore lung function was of principal importance 
in hindering the recovery of these children. It was 
evident that when they were old enough to learn how 
to clear their bronchial tree of secretions there was 
very great clinical improvement. 

Surgical treatment of those patients with collapse 
and bronchiectasis who had persistent symptoms gave 
excellent results. However, in 7 children of the bron- 
chiolitis group who had lobectomy bronchiectatic 
lesions subsequently developed in lobes previously 
demonstrated to be normal bronchographically. This 
is because there is good evidence that this disease in 
some patients is a general infection of the upper and 
lower respiratory tracts, the lesions are progressive in 
some patients, and a lobe may be clinically infected 
long before there is bronchographic evidence of dis- 
ease in that lobe. The role of surgical resection in the 
group with broncholitis and interstitial pneumonia 
should be limited to those patients who have a lobe 
completely destroyed by infection or by collapse and 
infection and who have much sputum and cough. 
Such surgery is better postponed until the second 
decade, when the child can co-operate with physio- 
therapy and when any other infective lesions in the 
lung have been observed to be stable and not pro- 
gressive. —Glenn E. Behringer, M.D. 


Middle Lobe Syndrome (La sindrome del lobo medio). 
Errore Pretrto. Chir. pat. sper., 1959, 7: 865. 


THE AUTHOR REPORTs on 3 cases of middle lobe syn- 
drome in patients aged 19, 27, and 39 years who were 
operated upon with good results after a 5 year fol- 
low-up. 

All 3 patients showed a distinct hypertrophy of the 
hilar lymph nodes. The gross and microscopic pictures 
were also similar, showing atelectasis and sclerosis 
with marked dilatation of the bronchial branches in 
whose lumen is found a catarrhal material. Consider- 
able fibrous tissue is found around the bronchial walls. 
The bronchi are dilated with the cylindrical, fusiform, 
and saccular types of bronchiectasis. A chronic edema 
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and congestion involves the pulmonary parenchyma. 
The microscopic picture reveals chronic bronchitis 
with small round cells infiltrating the mucosa and 
submucosa. 

The primary cause of this syndrome is considered 
to be a stenosing lymphadenitis of the hilar bronchi. 
This is followed by atelectasis and bronchiectasis. 

In all 3 reported cases, recurrent attacks of rhinitis 
and sinusitis were present. In most cases it is thought 
that the cause of the hilal lymphadenopathy is tuber- 
culosis, but in some cases the rhinitis-sinusitis is as- 
sociated with the manifestation. In some patients 
allergic reactions play a part. 

Bronchoscopy and roentgenographic studies such as 
bronchography and laminagraphy are considered im- 
portant means of establishing a diagnosis. Surgical 
treatment is recommended for the middle lobe 
syndrome. —Lucian J. Fronduti, M.D. 


Differential Diagnosis of the Middle Lobe Syndrome 
(Zur Differentialdiagnose des Mittellappensyndroms). 
W. SIEGENTHALER and P. Kae. Schweiz. med. Wschr., 
1959, 89: 915. 


Durinc the course of a single year the authors treated 
9 patients with a middle lobe syndrome and one addi- 
tional patient with a similar syndrome due to disease 
in the lingula. In none of these patients was the 
diagnosis established prior to a thorough workup. 

The anatomy of the right middle lobe bronchus 
predisposes it to the development of the middle lobe 
syndrome. This bronchus is narrow, as are the two 
segmental bronchi which arise from it. Significant re- 
duction of the bronchial lumen is produced by even 
minor swelling of the bronchial mucosa, or by com- 
pression, constriction, or penetration of the bronchus, 
as produced by peribronchial lymphadenopathy. 
Bronchial stenosis leads to atelectasis, stasis, and pneu- 
monitis. If the bronchial narrowing is temporary, 
there may be complete resolution of pulmonary 
parenchymal disease. Prolonged bronchial stenosis is 
accompanied by irreversible changes resulting in a 
shrunken middle lobe. Extensive bronchiectatic 
changes may destroy the middle lobe. Bacterial, 
rickettsial, or viral infections may be implicated in the 
cause of the syndrome, as may neoplasms, the pneu- 
moconioses, and foreign bodies. 

Evaluation of clinical, bronchoscopic, and roent- 
genographic findings leads to the diagnosis. Symp- 
toms, which may be mild or absent, include cough, 
expectoration, episodes of hemorrhage, or recurrent 
pneumonia. There may be periods of unexplained 
fever. Stenosis or occlusion of the middle lobe bronchus 
may or may not be visualized bronchoscopically. In 
the anteroposterior roentgenogram the diseased middle 
lobe appears as a shadow continuous with the hilus, 
and enlarged hilar nodes are usually apparent. Atel- 
ectasis of the middle lobe cannot be identified with 
assurance in anteroposterior views. Lateral roent- 
genograms of the chest are mandatory for the estab- 
lishment of a diagnosis of middle lobe syndrome. 

The authors illustrate these points by a detailed 
presentation of their 10 patients. These were sharply 
divided, both clinically and etiologically, into acute 
and chronic groups. 

In 4 patients with an acute middle lobe syndrome 


there was complete resolution of all evidence of dis. 
ease in a maximum of 2 months. Three of these 4 pa- 
tients had primary bacterial pneumonitis and one 
had ornithosis. A fifth patient, whose course was 
entirely similar, had ornithosis involving the lingula 
of the left upper lobe. Bronchoscopic findings at the 
height of the illness in these 5 patients were limited to 
inflammatory swelling of the bronchial mucosa which 
was sometimes covered by a purulent exudate. Acute 
inflammatory disease of the middle lobe is not sig- 
nificantly different from pneumonitis limited to other 
lobes of the lung. 

Among the 5 patients with a chronic middle lobe 
syndrome there were 2 with tuberculosis, one with 
Boeck’s sarcoid, one with anthracosis, bronchoste- 
nosis, and perforation of a lymph node into the 
bronchus, and one with chronic deforming bronchitis, 
These chronic processes, which produce the classical 
middle lobe syndrome, run their course in months or, 
more often, years. Two of the 5 patients with chronic 
disease had no symptoms. Their abnormalities were 
discovered by routine roentgenographic examination. 
Three patients had symptoms of chronic bronchitis or 
recurrent pneumonia. 

The authors emphasize that a proper diagnostic 
workup of patients with symptoms or findings sug- 
gestive of a middle lobe syndrome should include 
bronchoscopy and lateral roentgenograms of the chest. 
Establishment of the cause may be possible only by 
biopsy and histologic or bacteriologic study. 

—Elmer V. Dahl, \f.D. 


[otal Anomalous Pulmonary Venous Connection. 
M. J. Eapie, J. H. Hoop, L. F. Maser, and M. E. B. 
Murpny. Med. J. Australia, 1959, 2: 211. 


ONE OF THE LESS COMMON varieties of congenital 
heart disease is connection (drainage) of some or all 
of the pulmonary veins to the right side of the heart or 
to the systemic veins. Figures for its incidence range 
from 0.2 to 2 per cent of cases of congenital heart 
disease, but Du Shane’s (1956) incidence of 1.6 per 
cent in 506 cases of congenital heart disease in in- 
fants and children may be considered a reasonable, 
modern figure. Other congenital cardiovascular 
anomalies are found in 34 per cent of the reported 
cases. In a search of the English literature the au- 
thors have found mention of 192 cases of total anoma- 
lous pulmonary venous connection and they add 4 
additional personally observed cases. 

The condition is more common in the male than 
in the female (1.4 to 1). Sixty-three per cent of the 
patients die during the first year of life. The anomaly 
usually proves speedily lethal; in the remainder of the 
cases there is survival for a short period with reason- 
ably mild and nonprogressive symptoms. 

In the 4 cases presented by the authors the clinical 
features were typical: (1) the failure to thrive, which is 
common in infant cases; (2) dyspnea was present in 
all 4; (3) chronic recurrent respiratory infections were 
present in 3. In all 4 cases there was cyanosis, but 
none showed the clubbing that is reported to occur 
in one-third of the published cases. Tables are included 
which show the electrocardiographic abnormalities 
and cardiac auscultation findings reported in the 
literature. 
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Clinically the condition somewhat resembles atrial 
septal defect, although there is often sufficient evidence 
to suggest that this diagnosis is unsatisfactory. De- 
tailed anatomic, clinical, and physiologic considera- 
tions of the condition are described by the authors 
from the figures available in the literature. They note 
that only 14 patients have been benefited by surgery 
and remark the need for further surgical endeavor for 
the salvation of the 50 per cent of infants with this 
form of congenital heart disease who die in their 
first 6 months of life. © — Wayne F. Cameron, M.D. 


Changing Patterns Relative to the Surgical Treatment 
of Pulmonary Arteriovenous Fistulas. Oster A. 
AssoTT, ARTHUR T. and E. VAN 
Fieir. Am. Surgeon, 1959, 25: 674. 


THE AUTHORS reviewed their personal experience with 
12 patients with pulmonary arteriovenous fistula en- 
countered at Emory University School of Medicine. 
This brings the total number of published cases to 362. 
They agree with others that 44 per cent of patients 
with pulmonary arteriovenous fistula demonstrate evi- 
dence of generalized hereditary telangiectasia—Ren- 
du-Osler-Weber disease. 

The lesions encountered fell into the following two 
basic groups: (1) congenital—pure type—pulmonary 
arteriovenous fistula consisting of a major solitary 
form of saccular lesion with a single feeding artery and 
one or two draining veins, and (2) congenital—pure 
type—pulmonary arteriovenous fistula of the race- 
mose type composed of multiple fistulas with feeding 
arteries and draining veins. Lesions in 9 of the 12 
patients were operable. Although polycythemia and 
clubbing were not present in the 5 patients with the 
simple saccular form, these findings were present in 
the 7 demonstrating the racemose type. In addition 
to these findings, other initial clinical manifestations 
were dyspnea, hemoptysis, spontaneous hemothorax, 
and cerebral complications. 

It is the authors’ opinion that the most important 
single preoperative study is pulmonary angiography. 
This not only confirms the diagnosis but also helps to 
define the number of lesions present. When possible, 
treatment consists of local excision. The postoperative 
complications consisted of a mild cerebral thrombosis 
in one patient and atelectasis in another. Follow-up 
studies for 5 months to 13 years have not revealed 
evidence of recurrence of clinical symptoms or patho- 
logic condition in any of the 9 patients on whom oper- 
ation was performed. —Stephen W. Carveth, M.D. 


Morphology and Etiology of Multiple Ossifications in 
the Human Lung (Formen und Ursachen multipler 
Knochenbildungen in der menschlichen Lunge). K. 
Potiak. Fortsch. Roentgenstrahl, 1959, 91: 234. 


A NUMBER OF CONDITIONS lead to calcification and, 
less often, ossification within the lung. In pulmonary 
alveolar microlithiasis the alveoli contain laminated 
calculi. Ascariasis, aspergillosis, and other specific 
infections of the lung may be associated with deposits 
of calcium. Metaplastic bone formation sometimes 
occurs in the trachea and major bronchi, and ossifica- 
tion may take place within such lesions as tuberculous 
cavities, neoplasms, bronchiectatic pockets, and pleu- 
tal scars. 
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Multiple ossifications in the lung as described in 
this report are distinct from all the above. Ninety-one 
patients with multiple pulmonary ossifications have 
been described, and the author adds one more case. 
The ossified lesions may be divided into two types, 
tuberous and reticular, on the basis of both morphol- 
ogy and etiology. In the tuberous type, of which there 
are 50 examples in the literature, the lesions are bosse- 
lated, knobby, or mulberrylike. Forty-two of the 50 
patients were between 20 and 50 years old, and the 
average age was 38.7 years. The lower lobes of the 
lungs were involved in all patients, and the upper 
lobes as well in 11 patients. 

Cardiac lesions resulting in chronic passive con- 
gestion of the lungs were described in 48 of the 50 
patients. Mitral stenosis was present in 44 patients, 
pure mitral insufficiency in 2, aortic insufficiency in 
one, and a defect of unknown nature in one. It is 
postulated that, after prolonged chronic passive con- 
gestion, organization of alveolar content and inter- 
stitial fibrosis give rise to multiple foci of ossification. 
As seen at autopsy, the nodules of bone vary in size 
from that of a pinhead to that of a pea. The nodules 
never exceed the size of a hazelnut. ‘he larger lesions 
may contain bone marrow. Chronic passive congestion 
seems to be a prerequisite for the formation of multiple 
ossifications of the tuberous type. 

In the reticular type of multiple pulmonary ossifica- 
tion, branching rodlike spicules of bone up to 2 mm. 
in diameter and 5 to 15 mm. long were found within 
the pulmonary parenchyma of 42 reported patients. 
The average age of these patients was 65 years, and 
no patient was less than 40 years old. Males outnum- 
bered females five to one. In all cases except 3, the 
lower lobes were predominantly or exclusively in- 
volved. A history of chronic pneumonitis was men- 
tioned in 12 of the 42 reported cases and was denied 
in none. The author believes that an organized pneu- 
monia plays the same role in the initiation of these 
lesions that fibrosis and organization due to chronic 
pulmonary congestion play in the development of 
lesions of the tuberous type. 

The shape of the branching bony spicules makes 
roentgenographic diagnosis of lesions of the reticular 
type easy. Multiple ossifications of the tuberous type 
may be differentiated from miliary tuberculosis by 
their situation predominantly in the lower lobes and 
by their varying size and density. They may be dis- 
tinguished from multiple calcifications in tuberculous 
cavities by their location and distribution. 

—Elmer V. Dahl, M.D. 


Surgical Treatment of Pulmonary Echinococcosis. 
(Text in Russian). Z. M. Dacpzut. Khirurgia, Moskva, 
1959, p. 86. 


‘TWENTY-FIVE CASE REPORTS of patients operated upon 
for pulmonary echinococcosis at the Surgical Clinic of 
the Medical Institute of Samarkand, Uzbek, U. S. S. 
R. are presented. There were 15 males and 10 females. 
Of the 25 patients 4 were less than 20 years of age, 5 
were in their twenties, 7 in their thirties, and 9 in their 
forties. The left lung was involved in 7, the right in 
16, and in 2 instances the involvement was bilateral. 
The upper lobe was involved in 5 instances, the mid- 
dle lobe in 8, and the lower lobe in 12. Seventeen of 
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these cysts were unilocular, 8 were multilocular. In 18 
cysts the parasite was living, in 7 it was dead. 

In 22 of these patients the symptoms consisted of 
cough, pain in the chest, dyspnea, and hemoptysis. In 
3 the diagnosis was made incidentally to mass roent- 
genographic survey. The latter group had no symp- 
toms. 

The roentgenogram in the majority of instances 
left no doubt as to the nature of the condition present; 
however, in 1 patient an aneurysm was erroneously 
diagnosed as echinococcosis, and in another, a cancer 
of the right lung. 

All these patients were operated upon under local 
anesthesia. In some instances the method proved un- 
satisfactory and it is thought that intratracheal anes- 
thesia will be used more frequently in the future. 

In general, the author believes that the only ade- 
quate treatment for echinococcic cyst of the lung is 
early radical surgery. — john W. Brennan, M.D. 


Acute Tuberculous Empyema Cases Followed Up 
with Antistaphylolysin and Antistreptolysin Titers. 
ALF WESTERGREN. Acta med. scand., 1959, 164: 185. 


THIS REPORT describes the author’s investigation of 
“‘mixed infection” associated with acute tuberculous 
empyema. The mode of investigation was by means of 
the antistreptolysin (AS) and antistaphylolysin (ASta) 
serum titers, indicating the effect of g-hemolytic 
streptococci and Staphylococcus aureus, respectively. 
Direct bacteriologic examinations were also made. 

One hundred and eighty-one cases of tuberculous 
empyema were studied. In 50, Staphylococcus aureus 
was identified in the pleural effusion, in 20 cases other 
mixed infection was present, and in 111 no mixed 
pleural infection was noted. In the 50 in whom 
Staphylococcus aureus was found to be present, the 
rise and the curve of the ASta titer closely coincided 
with the course of the staphylococcic process (96 per 
cent of cases). Variation in the AS titers in this group 
was also discussed. In the 131 cases in which no 
staphylococci were identified in the effusion, an ASta 
titer rise was noted in 38 per cent. It was interpreted 
from the rise and fall of the ASta curve that the 
staphylococci were also implicated in the empyema in 
one half of the cases showing ASta elevation despite 
absence of the organism in the cultured pleural fluids. 
It was concluded from this study that tuberculosis 
patients often show a tendency to high titers, but the 
titer elevation should invariably be interpreted as a 
response of the organism to Staphylococcus aureus 
and 8-hemolytic streptococci, respectively. 

— Thomas Shields M.D. 


Treatment of Pulmonary Tuberculosis with Isoniazid 
and Pyrazinamide, Experience in 114 Cases. 
Maurice J. SMALL. Dis. Chest, 1959, 36: 265. 


ONE HUNDRED AND FOURTEEN patients were treated 
daily with the combination of 300 mgm. of isoniazid 
and 3.0 gm. of pyrazinamide for periods of 1 to 25 
months. A small number received 1.5 gm. of PZA 
daily. Criteria for inclusion in the study were (1) treat- 
ment for the first time with PZA; (2) treatment for the 
first time with INH or, if retreated with INH, the 
patient had organisms susceptible to INH. 
Fifty-eight patients were placed on this regimen for 
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4 months or more, 55 of these having originally had 
positive sputum cultures. 

All patients originally had bromsulphalein reten. 
tion of not more than 7 per cent in 45 minutes prior to 
chemotherapy. The serum alkaline phosphatase 
determination was abandoned during the study as 
not informative. The cephalin flocculation, thymo] 
turbidity, bromsulphalein, urinalysis, and complete 
blood count determinations were continued twice a 
month. 

Fifty-one of the 55 patients with positive sputun 
became negative within 4 months. The remaining 4 
had become INH resistant in 2 months. 

Forty-nine of the 58 showed varying degrees of 
roentgenographic improvement in 4 months; 8 
showed no change. Of these 8, sputum had become 
negative in all and 5 had persistent open cavities. 

Nineteen of the 55 patients with originally positive 
sputum had cavities over 4 cm. in size. Eleven of these 
became “‘open negative,” 4 became “closed negative,” 
and 4 remained “open, positive, and resistant” at the 
end of 4 months. 

The achievement of bacteriologic negativity in the 
presence of large cavities appears to happen much 
more often with INH and PZA than with various 
combinations of streptomycin, INH, and _para- 
aminosalicylic acid. 

In 15 per cent of the 114 patients some evidence of 
liver abnormality developed and was considered due 
to PZA. Five had jaundice and/or hepatomegaly. Al 
but one patient returned to normal after discontinu- 
ance of the drug. The single death occurred 6 weeks 
after institution of the PZA regimen, extensive sur- 
gery, and blood transfusions. Liver necrosis was not 
present in the pathologic sections. 

Current management of the INH and PZA regi- 
men, to maintain effectiveness and reduce late toxic- 
ity, is to continue INH alone in those patients who 
have shown cavity closure after 4 months of the com- 
bined treatment. For the ‘“‘open negative” patient, 
however, the INH and PZA treatment is continued 
for a longer period. — James §. Conant, M.D. 


The Radiologic and Bacteriologic Assessment of 
Tuberculous Lung Lesions Remaining After 
Chemotherapy. A. W. T. Eave, G. Kent Harrison, 
S. E. Larce, J. Mackay-Dicx, and Others. horas, 
Lond., 1959, 14: 104. 


Firry-ninz Gurkha soldiers suffering from pulmonary 
tuberculosis had partial lung resection performed 
after being on the same regimen of chemotherapy [or 
periods between 10 and 25 months. This consisted of 
1.0 gm. of streptomycin and 100 mgm. of isoniazid 
taken together twice a day on alternate days after a 
short period of daily drug therapy. Because of difli- 
culty in maintaining chemotherapy outside of a hospi- 
tal for an indefinite period in the Far East Land 
Forces, resection was considered the treatment of 
choice for any patient who had more than residual 
disease after chemotherapy. The surgery was per 
formed at the Connaught Hospital, Army Chest 
Center, Hindhead, Surrey, England and specimens 
were examined in the bacteriology departments of 
both that hospital and the Brompton hospital in 
London. 
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Prior to chemotherapy 39 of the 59 patients had 
cavities, all but 5 closing within 13 months. Of the 
resected specimens containing the closed residuum of 
cavities from 34 patients only one contained viable 
tubercle bacilli. ‘The organisms were obtained not 
from the former cavity area, but from an adjacent 
caseous area. This patient had received chemotherapy 
for less than 1 year, and the bacilli were still suscepti- 
ble to the drugs. 

Twenty patients had solid tuberculous lesions 
throughout the period of observation. ‘I'wo of these 
showed positive cultures, one after 14 months and one 
after 16 months of chemotherapy. Sputum of both of 
these patients had been consistently negative and both 
had shown little roentgenographic change prior to 
surgery. 

From their study of these three types of cases the 
authors make the following observations: 

1. “Since the chance of subsequent closure of cavi- 
ties that persist after 9 months’ chemotherapy is so 
small we consider that this would be the logical time 
at which to reassess the case and consider resection.” 

2. “In those cases in this series in which cavity clos- 
ure has been achieved, and sputum or laryngeal swab 
cultures have remained negative, viable bacilli have 
not persisted in the residual lesion provided chemo- 
therapy had been continued for more than six months 
after cavities had closed, and the total duration of 
chemotherapy had exceeded one year. If chemothera- 
py were undertaken as definitive treatment in such 
cases the current practice would be to continue drugs 
for one year after cavity closure. ... From the results 
in this series it appears that in this type of disease, 
chemotherapy for this period of time is really effective 
treatment, and that previous cavitation in itself is not 
astrong indication for resection. Long-term follow-up 
of such cases will provide the final proof of the efficacy 
and the reliability of chemotherapy alone. Until that 
time the clinician has no alternative save to weigh 
the evidence provided by studies such as those re- 
ported ... against the known, but small, mortality 
and morbidity rate of resection.” 

3. Since 2 patients among 20 noncavity cases had 
viable organisms after as long as 16 months of chemo- 
therapy, it is suggested that minimal lesions of this 
type may well prove to pose a more difficult problem 
with regard to their definitive treatment than has been 
thought. Even when close observation and continuous 
chemotherapy are available, resection is advisable, 
particularly when the arduous future of a soldier is 
taken into consideration. — James S. Conant, M.D. 


The Role of Thoracotomy in the Differential Diagno- 
sis of Pleural Effusion. James M. Scutess, HAROLD 
N. Harrison, and James A. Wier. U. S. Armed Forces 
M. F., 1959, 10: 1055. 


To orFER better diagnostic criteria for tuberculous 
versus nontuberculous pleuritis, the authors reviewed 
the records of 63 patients who had open thoracotomy 
for pleural disease at Fitzsimons Army Hospital, 
Denver, Colorado, during the years 1953 through 
1956. All patients had pleural involvement that was 
due to tuberculosis, or at some point in the course of 
the disease the possibility of tuberculous pleuritis was 
seriously entertained or could not be clinically ex- 
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cluded. The final diagnosis in 38 patients was 
tuberculosis, and the remaining 25 patients were con- 
sidered to have nontuberculous pleuritis. The indica- 
tions for thoracotomy were primarily diagnostic in 17 
cases; in 14 cases the indication was both diagnostic 
and therapeutic; and in the remaining 32 patients 
thoracotomy was primarily a therapeutic procedure. 

Of the 38 patients with an ultimate diagnosis of 
tuberculosis, results of the PPD tuberculin test were 
positive in 35; the test was not made in the remaining 
3, each of whom had proved pulmonary tuberculosis 
with positive sputum. Of the 25 patients ultimately 
given tuberculosis clearance, results of the PPD 
tuberculin test were positive in 18 and negative in 7. 
In practically all of the patients, skin tests were made 
for histoplasmosis and coccidioidomycosis; 8 had a 
positive finding from the histoplasmin test associated 
with a positive result of the tuberculin test and a 
negative coccidioidin test finding. Seven patients had 
a positive result from the coccidioidin test associated 
with positive tuberculin test results and a negative 
result of the histoplasmin test. Three patients had 
positive reactions to all three antigens. In general, 
positive skin tests add to the possibilities but diagnose 
nothing. 

In 49 of the 63 patients one or more pleural taps 
were recorded. Seven of the 49 had a positive culture 
for tubercle bacilli, or positive results from guinea pig 
inoculation of the thoracentesis fluid on at least one 
occasion. 

Eighteen of the 25 nontuberculous patients had 
some underlying involvement that might have ex- 
plained their pleural effusion, and in 9 of these 
thoracotomy either established or confirmed signifi- 
cant pathologic conditions that might have been 
missed clinically or overlooked by limited diagnostic 
biopsy. 

In the experience of the authors the most common 
causes for nontuberculous pleuritis are nonspecific or 
idiopathic pleural effusion, postpneumonic pleural 
effusion, and pleural involvement secondary to 
bronchiectasis or granuloma. ‘The authors believe it 
highly significant that in 10 of 38 patients without 
ultimate diagnosis of tuberculosis, important evidence 
of tuberculosis other than pleurisy, which was un- 
suspected clinically or by roentgenography, was dis- 
covered at thoracotomy. 

Follow-up information for 6 months to 3.5 years 
after discharge was available on 71 per cent of the 
patients. There has been no tuberculosis relapse, and 
in no patient cleared as nontuberculous pleurisy has 
clinical tuberculosis developed. A long term follow-up 
is planned to obtain final evaluation of thoracotomy 
in the differential diagnosis of pleural effusion. 

— Bernard C. Gerber, M.D. 


Treatment of Pleural and Pulmonary Staphylococcal 
Infection in Children (Tratamento da estafilococia 
pleuropulmonar na crianga). JORGE p—E A. C. MEDEI- 
Ros and Mauricio Gonzaca. Bol. Centr. estud. hosp., 
Rio, 1959, 11: 209. 


STAPHYLOCOCCAL INFECTIONS of the lung and pleura 
are the greatest problem on the pediatric service at 
the Hospital for State Employees in Rio de Janeiro, 
Brazil. The authors present their experience with 70 
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children who had staphylococcal pneumonia, 40 of 
whom had pleural complications (empyema, 34 and 
pleural effusion, 6). The instances of empyema were 
almost all accompanied by pneumothorax. 

There were 7 deaths, a mortality of 10 per cent. 
Medical treatment centered around the antibiotic 
agents, hindered by “‘staph’s” well-known powers of 
resistance. In the authors’ hospital, penicillin, strepto- 
mycin, and the tetracyclines were of little avail. Sen- 
sitivity studies do not help initially, because treatment 
must be started quickly; however, such studies help to 
orient therapy for those patients who do not respond 
to the agent first chosen. 

Recently the authors have had best results with 
choramphenicol (80 to 120 mgm./kgm./day) com- 
bined with novobiocin or erythromycin (30 to 60 
mgm./kgm./day) usually orally but sometimes 
parenterally. 

They have had a few cases of jaundice or urticaria 
from novobiocin, which disappeared with discon- 
tinuance of the drug. 

The staphylococci inactivate penicillin with an 
enzyme, penicillinase. Sometimes huge doses of peni- 
cillin (3 to 15 million units per day) can exceed the 
enzyme-producing capability of the organism and be 
effective. 

Supportive treatment in the form of bed rest, good 
nursing care, oxygen, antipyretics, vitamins, atten- 
tion to hydration, and nutrition (either oral or par- 
enteral) is important. 

Multiple staphylococcal abscesses frequently ap- 
pear; in the chest plate they appear as bullae (so- 
called “bullous pneumonia’’). These bullous cavities 
may become quite large with little actual destruction 
of lung parenchyma, disappearing after cure without 
a trace. The authors believe strongly that operative 
drainage is not indicated in this stage; the abscesses 
are multiple, there is no adherence between lung and 
parietal pleura, and pneumothorax and pleural con- 
tamination are bound to occur if drainage is at- 
tempted; and, as they point out, most of the cavities 
or bullae will disappear if left alone. 

Empyema and pneumothorax, on the other hand, 
urgently require surgical drainage. The authors use 
closed water-seal drainage (one bottle) in preference 
to repeated thoracenteses. They do this with the aid 
of local anesthesia in the patient’s room. When em- 
pyema and pneumothorax (pyopneumothorax) co- 
exist the authors use two tubes, one in the second an- 
terior interspace for the air, and the other in the 
seventh or eighth interspace in the medial axillary 
line. Lung expansion is usually complete in 24 to 48 
hours; if not, they apply suction to the water-seal 
bottle. However, they do not use suction in the pres- 
ence of pneumothorax. The pneumothorax indicates 
the presence of a bronchopleural fistula, and the 
authors believe that suction may help to keep the 
fistula open. Ordinarily they close in about 7 days. 
The authors usually withdraw the tube 8 or 9 days 
after lung expansion. If at this time there is still some 
pleural pocket, they replace closed drainage with 
open drainage. The use of enzymes, antiseptics, or 
antibiotics through the drain is not advised. 

Two patients required later decortication. Fre- 
quently a child will continue to show builae on chest 


plates after the end of the acute stage with all symp. 
toms gone. These disappear in a few weeks or months 
spontaneously. — William B. Gallagher, M.D. 


HEART AND PERICARDIUM 


Preoperative Evaluation of the Pulmonary Vascular 
Bed in Patients with Pulmonary Hypertension 
Associated with Left to Right Shunts. I. Hunrer 
CRITTENDEN, Forrest H. Apams, and Harrison 
Latra. Pediatrics, 1959, 24: 448. 


THE seveRITY of pulmonary vascular disease in pa- 
tients with pulmonary hypertension associated with 
left to right shunts affects the surgical mortality. Medial 
hypertrophy and intimal proliferation of the small 
muscular arteries are the main factors involved in 
pulmonary resistance and vascular distensibility. Ves- 
sels with medial hypertrophy are capable of dilatation 
while those with marked intimal proliferation are 
probably not capable of dilatation. The present study 
was undertaken to distinguish between those with and 
those without pulmonary vascular distensibility. 

Acetylcholine injected into the pulmonary artery in 
appropriate dosage reduces pulmonary resistance and 
pressure immediately without systemic effects. 

At the time of diagnostic cardiac catheterization 10 
ugm./kgm. of body weight of acetylcholine were in- 
jected into the pulmonary artery and changes in pres- 
sures recorded. Changes in left to right flow were 
determined in some patients. Subsequent lung biopsies 
were used to correlate the results with the anatomic 
changes. Thirty-eight studies are evaluated. 

In 11 patients there was a decline of less than 6 per 
cent in the mean pulmonary artery pressure. All but | 
of these had shunts of less than 100 per cent of the 
systemic flow, and in those tested there was no increase 
in the shunt flow after the administration of acetyl- 
choline. In the 2 patients who had surgical closure of 
the cardiac defects, the pulmonary artery pressure did 
not decline as estimated by palpation by the surgeon. 
Both patients died. Microscopic study revealed marked 
intimal proliferation. 

In 27 patients there wasa fall in the mean pulmonary 
artery pressure of 10 to 46 per cent. In all but one the 
left to right shunt was greater than 140 per cent of 
systemic flow. Increases in the shunt after the adminis- 
tration of acetylcholine was consistent in those tested. 
Eleven of this group were operated upon and there 
were 2 deaths. Hypertrophy of the media was found in 
both by lung biopsy. Intimal proliferation was either 
absent or minimal. 

It is suggested that this test will be helpful in the 
selection of patients for surgery in those conditions in 
which pulmonary resistance is a major consideration. 

—Lockert B. Mason, M.D. 


Abnormal Congenital Fistulous Communications of 
the Coronary Arteries. Guipo CuRRARINO, FREDERIC 
N. SitverMAN, and Benyamin H. Lanpinc. A. 
Roentg., 1959, 82: 392, 


THREE PATIENTS With congenital fistulous communica- 
tions between a coronary artery and a cardiac cham- 
ber are reported. 

The first patient was a child of 11 years admitted 
to the hospital for evaluation of a cardiac murmur. 
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During the hospitalization a retrograde aortogram 
with the tip of the catheter at the level of the aortic 
sinuses was carried out. This revealed a grossly en- 
larged coronary artery which communicated freely 
with the lumen of the right ventricle. Because the 
patient was asymptomatic no surgery was advised, 
and he has remained entirely well in the ensuing 5 
years. 

’ The second patient was a male infant admitted to 
the hospital at the age of 10 days for surgical correc- 
tion of congenital atresia of the esophagus. At the 
time of admission, the child was suffering from 
aspiration pneumonia and died on his fifth hospital 
day. At autopsy, in addition to the pneumonia and 
esophageal atresia, a large supernumerary coronary 
artery was found arising from the posterior aortic 
sinus and emptying freely into the right atrium just 
above the anterior leaflet of the tricuspid orifice. 

The third patient was a female infant admitted to 
the hospital at the age of 5 days for evaluation of 
cyanosis which had developed during the first 12 
hours of life. The patient died 5 days after a thoracot- 
omy. Autopsy revealed that the pulmonary orifice 
was atresic, the foramen ovale was open, and there 
was a widely patent ductus arteriosus. On the anterior 
surface of the right ventricle there was an enlarged 
tortuous right coronary artery which communicated 
freely with the lumen of the right ventricle. 

Abnormal communications consist of gross fistulous 
connections between a main coronary artery or one 
of its branches and (1) structures outside the heart; 
(2) the main pulmonary artery; (3) another coronary 
artery; (4) a coronary vein or the coronary sinus; and 
(5) a cardiac chamber. 

Itis not known whether these fistulous communica- 
tions arise as actual anomalies or whether they are 
simply enlargements of one of the multiple communi- 
cations that the coronary arteries have between them- 
selves, the veins of the heart, and the surrounding 
blood vessels. 

The prognosis in these patients is good, in that many 
of the patients are asymptomatic, and cardiovascular 
symptoms such as exercise intolerance, or frank con- 
gestive failure are rare, although they have been re- 
ported. Subacute bacterial endocarditis was men- 
tioned in 3 of the patients. Death could be attributed 
to this lesion alone in only a few of the cases reported 
in the literature. 

An excellent review of the literature with a de- 
scription of the various types of fistulous communica- 
tions is presented. —John H. Davis, M.D. 


Electrokymography in Atrial Septal Defect Anomalies 
(Der Vorhof-Septum-Defekt im Elektrokymogramm). 
K. Heckmann and R. Hausricu. Fortsch. Roent- 
genstrahl., 1959, 91: 172. 


ELECTROKYMOGRAPHIG DIAGNOSIS on the basis of 
tracings that take into consideration only part of the 
heart is unsatisfactory. In diagnosis of congenital 
heart defects, tracings of all chambers and the great 
vessels must be analyzed. Characteristic changes due 
‘0 a diminished or an increased blood flow in all 
ee of the heart were detailed by Heckmann in 

The comparison of normal pressure and electroky- 
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mographic curves will show an active and passive 
phase of the atrium. Atrial septal defects will cause 
hemodynamic aberrations demonstrable by electro- 
kymography. In case of a large atrial septal defect a 
high presystolic wave is noted in the left atrium. Due 
to the low diastolic pressure, atrial contraction causes 
a precipitous and exaggerated pressure increase. The 
blood not only enters the left ventricle but also leaks 
into the right atrium and produces a negative left 
atrial pressure. Because of a lesser resistance of blood 
entering the right ventricle, the right atrial pressure 
changes are of lesser magnitude. The electrokymo- 
graphic curves follow the atrial pressure curves. Be- 
cause of an accentuated systole, the right atrium 
shows a deeper and prolonged presystolic descent and 
a diastolic plateau. 

Ventricular curves are frequently of normal appear- 
ance. An increased diastolic inflow will be observed 
occasionally on the right, whereas the opposite on the 
left will cause collapse of the proximal portion of the 
left ventricle. 

Diagnostically, tracings from the great vessels are 
most important. Due to pulmonary recirculation the 
stroke volume of the pulmonary artery is increased 
while that of the aorta is decreased. The pulmonary 
artery shows a premature, pointed peak with a low, 
accentuated incisura. Aortic tracings resemble those 
of the pulmonary artery; due to the low diastolic 
pressure a similar low incisura will be noted. Tracings 
of the pulmonary branches, preferably from the area 
of the right pulmonary hilus, should not be neglected. 
Characteristic changes in atrial septal defect anomalies 
and pulmonary hypertension will be demonstrable. A 
premature peak is characteristic of atrial septal defects, 
and a delayed peak of pulmonary stenosis. With 
pulmonary hypertension and a reversed shunt, the 
kymographic tracing of the great vessels shows reversal 
of the curves. 

The differential diagnosis of atrial septal defects, 
ventricular septal defect anomalies, and isolated 
pulmonary hypertension by kymography is discussed. 
Electrokymography is useful in demonstrating the 
hemodynamic changes of cardiac anomalies and 
points in the direction of the correct diagnosis prior 
to cardiac catheterization and angiocardiography. 

—hKarel B. Absolon, M.D. 


Indications and Contraindications for Surgery in 
Ventricular Septal Defect. Caruerine A. NEILL and 
HELEN B. Taussic. 7. Pediat., 1959, 55: 374. 


THREE MAIN GROUPS of patients are involved in the 
present report: Those with small ventricular septal 
defects and small shunts, those with moderate-sized 
or large defects and large left-to-right shunts, and 
those with cyanosis and a reversed or right-to-left 
shunt, that is, the so-called Eisenmenger complex. 
In the first group the left-to-right shunt is small and 
surgery is contraindicated because the condition is so 
benign that the risks of surgery outweigh the possible 
benefits. In the large intermediate group with a large 
left-to-right shunt surgery is both practicable and of 
great potential benefit. The recognition of which pa- 
tients fall into this group and the correct timing of 
their surgery are the most important tasks facing the 
pediatrician and cardiologist at the present time. Pa- 
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tients with shunt reversal and cyanosis or the Eisen- 
menger complex have a grave natural prognosis but 
the risks of surgery are at present prohibitive. The 
authors comment, ‘“‘Because experience has shown 
that patients with far-advanced pulmonary vascular 
changes usually do not survive surgery, or if they do 
the pulmonary hypertension is not relieved, there is a 
widespread but we believe erroneous idea that all 
patients with ventricular septal defect must have an 
operation at the earliest possible time to prevent ir- 
reparable damage to the lungs.” 

Patients with mild or moderate pulmonary hyper- 
tension show a steady level of pulmonary artery pres- 
sure during the childhood years and in many instances 
the pulmonary artery pressure falls as the years pass. 
This is in contrast to the commonly held idea that 
pulmonary hypertension is steadily progressive 
throughout childhood and makes surgery a matter of 
urgency in all children with ventricular septal defect. 
Children with a large left-to-right shunt and severe 
pulmonary hypertension are the major problem at 
the present time, both in management during infancy 
and in selection of the best time for operation. Al- 
though operation in infancy remains dangerous, it 
may in rare instances be justified and certainly opera- 
tion in early childhood is to be considered in those 
children with severe right ventricular hypertrophy 
and a sufficiently large defect in order to ensure that 
blood is being ejected into the lungs at systemic levels 
of pressure or under a common ejectile force. 

The selection of patients for open heart surgery is 
now firmly based on physiologic studies and on the 
recent increased understanding of the importance of 
the pulmonary vascular bed. 

— Robert A. Nabatoff, M.D. 


Studies on the Physiology and Physiopathology of 
Extracorporeal Circulation Using Artificial Heart- 
Lung Apparatus (Estudios sobre fisiologia y fisio- 
patologia de la circulacién extracorporea con el cora- 
z6n-pulmén artificial). N. Guasravino, 
Jaime A. Wikinski, H. Anprés, A, 
Donabel, and JorGE E. QuINTERNO, Sem. méd., B. Air., 
1959, 114: 521, 592, 691. 


THE AUTHORS’ EXPERIENCE covers operations per- 
formed on 65 dogs, ranging from very simple pro- 
cedures to complete bypass. The paper is divided into 
several chapters. The first three are concerned with 
analysis of the methods and equipment used. 

All of the problems concerning the standardization 
of the technique of extracorporeal circulation are 
described and analyzed: oxygenation, viscosity, con- 
nections, rate of infusion, causes of defibrination, 
blood and body temperature, preoperative prepara- 
tion, and operative technique. 

In short, the papers are a good summary of all of 
the problems that beset anyone who begins work 
with extracorporeal circulation in the laboratory dog. 

—E. Sanchez-Palomera, M.D. 


A Method for Elective Cardiac Arrest in Experimen- 
tal Open Heart Surgery and Electrocardiographic 
Observations, G. Feruciio and P. Am. 
Heart F., 1959, 58: 372. 


A CARDIOPLEGIC PREPARATION was found completely 
satisfactory in 50 dogs subjected to cardiopulmonary 


bypass. It consisted of acetylcholine, 2 mgm./c.c.: 

. 
procaine hydrochloride, 0.2 mgm./c.c.; and ade- 
nosine triphosphate, 0.04 mgm./c.c. 

Five to ten cubic centimeters of this solution jn- 
jected into the aorta proximal to an occlusive balloon 
achieved cardiac standstill for 8 to 10 minutes, pro- 
longation occurring after a second injection. Oxy- 
genated blood was perfused through the same cath- 
eter at the rate of 10 to 15 c.c. per minute during the 
period of aortic occlusion. 

Recovery of the electrical activity of the heart was 
spontaneous in all instances. It was characterized by 
the prompt appearance of an organized supraventric- 
ular rhythm. 

No instances of irreversible cardiac arrest, persistent 
A-V block, ventricular tachycardia, or fibrillation 
were encountered. 

Although atrial electrical activity persisted to some 
degree in 9 of the 50 animals during the experiment, 
the ventricles were completely inhibited in all within 
15 seconds of the start of the perfusion. 

— james S. Conant, M.D, 


Effect of Bilateral Internal Mammary Artery Liga- 
tion on Coronary Circulation in Dogs. Ricuarp E. 
Hurvey and Ricuarp W. Eckstein. Circulation Res., 
1959, 7: 571. 


‘THE INTERNAL MAMMARY ARTERIES of dogs were |i- 
gated bilaterally subsequent to surgical narrowing of 
the circumflex arteries. In some this was done im- 
mediately and in others 7 days afterward. Six weeks 
later measurements of retrograde circumflex flow 
were made to assess the extent of collateral develop- 
ment. The results when compared with control dogs 
indicated that internal mammary ligation did not 
significantly improve the blood supply to the myo- 
cardium. 

Pressure changes were also recorded in the central 
internal mammary artery after occlusion of the artery 
at the level of the second intercostal space. In 2 ani- 
mals there was a very slight rise, and in the third 
animal no measurable effect was noted. Thus the 
evidence derived from anesthetized dogs fails to sup- 
port the hypothesis that bilateral ligation of the in- 
ternal mammary arteries raises pressure in the peri- 
cardiophrenic arteries to a degree sufficient to improve 
the blood supply to the myocardium. 

—Gabriel P. Seley, M.D. 


Rate of Change in Myocardial Glycogen and Lactic 
Acid Following Arrest of Coronary Circulation. 
H. L. Conn, Jr., Joun C. Woop, and Guittermo S. 
Mora es, Circulation Res., 1959, 7: 721. 


Sruptes of the glycogen content and the rate of glycol- 
ysis at 37 degrees C. were carried out over a 2 hour 
period in potassium-arrested hearts excised from dogs. 
Some animals were pretreated with infusions of glucose 
and insulin. At the end of 60 minutes glycogen deple- 
tion was severe in many of the untreated hearts. In the 
pretreated hearts the myocardial glycogen content and 
the initial rate of glycolysis were increased; however, 
after 60 minutes the metabolic utilization dropped 
progressively during hypoxia irrespective of the glyco- 
gen reserve and the muscle lactic acid during anoxia 
increased progressively with time. ‘This accurulation 
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of lactic acid with the associated change in pH may 
be the critical factor in the metabolism of the arrested 
eart. 
' With more prolonged cardiac arrest capillary dam- 
age becomes another limiting factor. ‘Therefore, the 
requirements for prolonging the period of myocardial 
anoxia with subsequent recovery depend upon an in- 
creased cardiac glycogen and a method of removing 
the lactic acid. Pretreatment with glucose and insulin 
and intermittent coronary perfusion with buffered 
plasma substitute tend to accomplish these aims, but 
no method is suggested that will prevent the eventual 
anoxic injury to the coronary microcirculation. Hypo- 
thermia may be a helpful adjunct. 
—Gabriel P. Seley, M.D. 


Clinical Results of Correction Under Hypothermia of 
Atrial Septal Defects and Pulmonary Valvular 
Stenosis, EARLE B. MAnHoNnEy, JAMES A. MANNING, 
James A, DeEWEEsE, and Seymour I. ScuHwartz. 7. 
Thorac. Cardiovasc. Surg., 1959, 38: 292. 


In THE authors’ series there were 19 patients who had 
pulmonary valvotomies. Three of them had significant 
defects of the ostium secundum, and 1 had a partial 
anomaly of the venous return. There were 14 children 
and 5 adults. Operation was advised if the right ven- 
tricular pressure was 100 mm. Hg or more. There 
were 16 patients who had closure of atrial septal defects, 
and 1 had an associated pulmonary stenosis corrected 
at the same time. Of these 16 patients, 12 were chil- 
dren and 4 adults and all had significant symptoms 
including growth retardation, fatigability, and exer- 
tional dyspnea. Significant left to right shunts were 
demonstrated in all by cardiac catheterization. Indica- 
tions for operation included the symptoms, cardio- 
megaly, and left to right shunt exceeding 1.5 L./M?/ 
min. 

The operative technique included lowering the pa- 
tient’s temperature to 30 degrees C. (rectal), anterior 
bilateral thoracotomy, vena cavae, pulmonary artery, 
and aortic occlusion, coronary artery perfusion, car- 
diac incision, flooding with saline on egress, release of 
the aortic clamp, the superior vena cava, and if heart 
action was satisfactory, opening of the inferior vena 
cava. Warm heparinized whole blood was used for the 
coronary perfusion in order to maintain the pH and 
lactic acid level of the coronary sinus blood. When 
two defects existed pulmonary valvulotomy was per- 
formed first and then after the circulation had been 
re-established for about 20 minutes the atrial septal 
defect was repaired during a second period of inflow 
tract occlusion. 

In the pulmonary valvular stenosis group there were 
no operative or postoperative deaths. One patient had 
ventricular fibrillation successfully corrected to sinus 
rhythm. In the atrial septal group 1 patient died of 
ventricular fibrillation and 2 others were treated suc- 
cessfully with potassium and glucose. Postoperative 
complications were benign. 

The patients in the pulmonary valvulotomy group 
were all asymptomatic when followed up for 6 months 
or more. Pressure gradients were reduced although 
some required 6 months to a year for adequate reduc- 
tion. None of the 14 patients who survived operation 
for atrial septal defects had postoperative symptoms. 
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In 9 of the patients who were recatheterized complete 
closure of the defect was demonstrated. 

One possible disadvantage of the open technique 
for pulmonary valvular stenosis is the danger of pul- 
monary valvular insufficiency. Coronary artery per- 
fusion with oxygenated whole blood is stressed by the 
authors for the prevention of ventricular fibrillation. 
The short time allowed for surgery with this technique 
makes it imperative that the preoperative diagnosis be 
accurate. If a complicated lesion is suspected bypass 
should be used. Hypothermia in combination with 
cardiopulmonary bypass may prove extremely valua- 
ble. —Gabriel P. Seley, M.D. 


The Surgical Treatment of Mitral Stenosis During 
Pregnancy (Il trattamento chirurgico della stenosi 
mitralica in gravidanza). A. Acris Dato, R. GEN- 
V. Levi, P. N. and E. ReEvELLI. 
Minerva med., 1959, 50: 1905. 


‘THE AUTHORS REPORT a series of 26 patients on whom 
mitral commissurotomy was performed during preg- 
nancy. The age of the patients ranged from 22 to 41 
years. In 12 there was evidence of active rheumatic 
disease. Twenty-three per cent of the patients had evi- 
dence of previous embolic episodes. In 6 the operation 
was performed during the first pregnancy. Two of the 
patients had had one or more therapeutic abortions. 
The other patients had carried from one to four 
pregnancies to term. 

Indications for the surgical correction of mitral 
stenosis were those for mitral commissurotomy in gen- 
eral. The operation was carried out between the third 
and the sixth month, in most cases between the third 
and the fourth month. Almost all of the patients had 
pure mitral stenosis. In all of these the onset of the 
pregnancy led to a definite aggravation of symptoms 
such as hemoptysis, episodes of pulmonary edema, 
arrhythmia, and dyspnea. 

In all of the patients marked improvement was ob- 
tained postoperatively. There were no maternal deaths. 
One patient aborted postoperatively. The other pa- 
tients carried their pregnancies to term. 

— René B. Menguy, M.D. 


Vascular Surgery in the Young Patient with Rheu- 
matic Heart Disease. ALBERT N. Brest, JosEPH 
Uriccuio, and Lixorr. 7. Am. M. Ass., 1959, 
171: 249. 


THIRTY-SEVEN PATIENTS between the ages of 12 and 20 
years were operated upon for rheumatic valvular 
heart disease. The patients were carefully selected to 
exclude those whose symptoms were due to active 
rheumatic carditis. 

In 15 patients operated upon for mitral stenosis, 
there was no operative mortality. One patient had 
repeated episodes of congestive failure and 2 patients 
later required operation for restenosis. 

Mitral insufficiency was the indication for surgery in 
15 patients. There were 4 operative deaths. 

Operation was performed upon 7 patients for aortic 
insufficiency with 1 death. 

The authors emphasize the importance of determin- 
ing as well as possible that there is no clinical rheu- 
matic activity at the time of surgery. The main observa- 
tion in this series is that recurrence of rheumatic ac- 


tivity has not been precipitated by surgery for correct- 
able valvular lesions. —Lockert B. Mason, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Perforation of the Esophagus After Use of a Digestant 
Agent. Howarp A. ANDERSEN, Puivip E, BERNATZ, 
and Joun H. Grinptay. Ann. Otol. Rhinol., 1959, 68: 
890. 


‘THE DEATH Of a 27 year old, previously healthy woman 
from perforation of the esophagus after the use of a 
proprietary digestant, caroid, derived from Carica 
papaya for a meat impaction prompted the authors to 
investigate this proteolytic agent. Approximately 12 
hours after the ingestion of caroid the patient expe- 
rienced rapidly progressive, fulminating mediastinitis 
which terminated in perforation of the common caro- 
tid artery and sudden massive hemorrhage. 

The authors conducted experiments on dogs and 
attempted to simulate clinical conditions by obstruct- 
ing and distending the esophagus with a bolus of meat. 
Caroid was introduced just above the obstruction in 
some of the dogs. Definite damage to the esophageal 
wall was noted in those receiving this substance. ‘The 
authors postulated that stretching and compression of 
the esophageal wall caused sufficient ischemia for the 
papain, the proteolytic enzyme in the digestant, to act. 
Advanced hemorrhagic pulmonary edema causing 
death also was encountered. 

Extreme caution in the use of caroid for treatment 
of meat impaction of the esophagus is urged. 


The Management of Esophageal Varices in Children 
by Injection of Sclerosing Agents. BLair FEARON 
and ANDREW Sass-Kortsak. Ann. Otol. Rhinol., 1959, 
68: 906. 


INJECTION TREATMENT for esophageal varices should be 
considered a supplement to medical and surgical man- 
agement. The authors reported their findings and re- 
sults in 15 patients so treated at the University of 
Toronto and the Hospital for Sick Children, Toronto, 
Canada. Thirteen of the 15 patients had esophageal 
varices secondary to extrahepatic portal hypertension, 
whereas only 2 had esophageal varices secondary to 
intrahepatic portal obstruction. The ages of the pa- 
tients ranged from 23 months to 16 years. 
Endotracheal anesthesia was used for the endoscopic 
sclerosing procedures. ‘The usual procedure was to in- 
ject the most proximal varix; the 6 mm. Jackson 
esophagoscope was passed over the area injected to 
provide compression and on to the next varix. The 
authors found a built-in aspirating tube to be useful, 
especially during the actual injection. A total of six 
injections per sitting was the upper limit. For the 
majority of cases 3 to 5 c.c. of a 5 per cent solution of 
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sodium morrhuate was injected. Recently a 3 per cent 
solution of sodium sotradecol was used, and post. 
operative complications of abdominal and thoracic 
pain, pleuritic reaction, and fever were reduced. 
Beneficial results were obtained in 9 of the 15 pa- 
tients. The condition of the patients was followed for | 
to 3 years and no further loss of blood, or greatly re. 
duced incidence of hemorrhage, and negative findings 
on esophagoscopy were observed. Four of the 15 pa- 
tients had a poor result in that four to nine injections 
failed to stop or control hemorrhage. ‘Three of the 4 
had had splenectomy prior to the injection treatment, 
The authors consider the injection useful for (1) 
control of repeated bleeding in patients with cirrhosis 
unsuitable for more extensive surgical procedures; (2) 
patients whose shunting procedures have failed; (3) 
control of acute bleeding when conservative measures 
fail; and (4) prevention of further hemorrhage in 
children who might benefit from a definitive surgical 
procedure. —Stephen W. Carveth, 


The Extramucosa Cardiomyotomy of Heller in the 
Surgical Treatment of Idiopathic Megaesophagus 
(La cardiomiotomia extra-mucosa secondo Heiler nel 
trattamento del considdetto ‘‘megaesofago idiopa- 
tico”). F. Ceccont. Arch. ital. chir., 1959, 85: 135. 


‘THE EXTRAMUCOSA CARDIOMYOTOMY of Heller was 
performed on 38 patients from January 1950 to July 
1957. There were 20 males and 18 females; most of 
them were between 40 and 60 years of age. 

The author describes the symptomatology of 
idiopathic megaesophagus and the different surgical 
techniques used in the treatment of the condition. 
The author advocates the extramucosa cardiomyot- 
omy of Heller with the modification of Delbet- 
Zaaijer. The procedure consists of a medial xipho- 
umbilical laparotomy with a single longitudinal in- 
cision on the anterior cardioesophageal wall. After 
mobilization of the lower segment of the esophagus 
and the gastrocardia a cardiomyotomy is performed 
from 2 to 3 cm. below the cardioesophageal junction 
to approximately 7 cm. above the beginning of the 
esophageal dilatation. No deaths are reported for the 
entire series. The results are summarized as good in 
60 per cent, moderate in 26 per cent, fair in 6 per 
cent. The best results were obtained in patients who 
were less than 40 years of age. 

The author concludes that the Heller operation is, 
at the present time, the best surgical treatment for 
idiopathic megaesophagus, and that it is superior to 
peroral dilatation. It is also preferable to cardioplasty 
and to gastroesophageal anastomosis since there is a 
high incidence of regurgitation and a possibility of 
development of peptic esophagitis with these pro- 
cedures. —M. Lépez-Belio, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


The Role of Renal Dysfunction in Abdominal Wound 
Dehiscence. ARTHUR A. STEIN and JEFFERY WIERSUM. 
J. Urol., 1959, 82: 271. 


THE AUTHORS STUDIED 95 instances of abdominal 
wound dehiscence between 1943 and 1953. The mor- 
tality rate in this group of patients was 23 per cent. 
They found both clinical and morphologic signs of 
renal dysfunction in 12 of the fatal cases. 

The authors believe that renal dysfunction after 
operation may herald disruption of abdominal wounds. 
Furthermore, persistent renal insufficiency after re- 
approximation of the disrupted incision commonly 
forecasts additional complications and death. 

—Alan Thal, M.D. 


Eosinophilic Peritonitis. Joun B. HARLEY, ARTHUR S. 
GLusHIEN, and Epwin R. Fisuer. Ann. Int. M., 1959, 
308. 


THE AUTHORS point out that eosinophilic infiltration of 
tissue or organs may occur in association with eosino- 
philic leukocytosis. Both eosinophilic gastroenteritis 
and eosinophilic peritonitis have been described. 

In the course of a review of 30 cases of eosinophilia, 
the authors noted that 10 of the patients also had gas- 
trointestinal symptoms. In 3 of these laparotomy had 
disclosed no gross abnormality, yet, on microscopic 
examination, eosinophilic infiltration of the serosa of 
the duodenum, jejunum, or appendix was found. The 
authors point out that eosinophilic peritonitis may 
occur as a subtle lesion recognizable only by micro- 
scopic examination. The patients described in this 
paper showed various symptoms including abdominal 
pain, vomiting, diarrhea, and, in one instance, ascites 
with large numbers of eosinophils in the ascitic fluid. 
In the patients operated upon, no surgical procedure 
was found to be successful and, similarly, corticotropin 
and adrenal steroids were of only short term benefit. 

The authors believe that an allergic basis exists for 
eosinophilic peritonitis, especially in view of the find- 
ing of necrotizing angiitis involving serosal vessels. 

—Alan Thal, M.D. 


Diaphragmatic Hernia (Hernia diafragmatica). SAMUEL 
VAzquez. Rev. gastroenter. México, 1959, 


Tue cases OF 50 PATIENTS with diaphragmatic hernia 
studied at Hospital de la Raza in Mexico City are 
presented. The hernia was present in adults in 64 per 
cent of the cases and 36 per cent were children. Sixty- 
SIX per cent were males and 34 per cent females. 

The patients with diaphragmatic hernia repre- 
sented 0.2 per cent of all patients admitted to the 
hospital in 21 months and 3 per cent of the admissions 
to the gastrointestinal service. 

Of these 50 cases of diaphragmatic hernia 92 per 
cent were hiatal; 6 per cent were pleuroperitoneal; 
and only 2 per cent were traumatic, which is not in 
accordance with the general observation of American 


authors of an increase in traumatic hernia subsequent 
to traffic accidents. 

The classification, symptoms, and surgical indica- 
tions are discussed. Surgical treatment was employed 
in 31 of the 50 patients, or 62 per cent. The trans- 
thoracic route is preferred and was used in 22 cases. 

— Jaime Barcena, M.D. 


Diaphragmatic Hernia in Infancy. J. O. Reep and 
E. F. Lana. Am. J. Roentg., 1959, 82: 437. 


Empuasis is placed on the important factors in pleuro- 
peritoneal hernia, which is the most common type of 
diaphragmatic hernia and also the type most danger- 
ous to the infant. The condition must be kept in mind 
as a possible basis for respiratory embarrassment. 

Plain roentgenograms are almost always diagnostic. 
A mass is demonstrated in the lower one-half to two- 
thirds of the hemithorax, usually showing fluid levels, 
displacement of the mediastinum to the opposite side, 
absence of a visible diaphragm on that side, absence 
of gas filled intestine in the abdomen, and usually an 
esophagus of normal length. ‘The possibility that the 
lung may be aplastic or hypoplastic rather than 
merely atelectatic should be considered. 

— Benjamin Goldman, M.D. 


Treatment of Esophageal Hiatus Hernia and Reflux 
Esophagitis by Gastropexy and Plication of the 
Gastric Fundus (Gastropexie und Fundoplicatio bei 
Hiatushernien und Refluxoesophagitis). M. Rosserrt. 
Chir. praxis, 1959, p. 27. 

At THE University Hospirat in Basel, Switzerland, 
the incidence of hiatal hernias shows a relative and 
absolute increase, with 75 per cent of the patients who 
came to surgery being more than 50 years old. ‘The 
type of hernia and the intensity of symptoms deter- 
mine the choice of treatment. Hiatal hernias are 
classified as (1) paraesophageal, with a competent 
cardia; (2) hiatal, with cardiac insufficiency and re- 
flux esophagitis, involving malposition of the cardio- 
fundal anlage, sliding hiatal hernia, and congenitally 
short esophagus; and (3) mixed types. 

Since the introduction of gastropexy in the treat- 
ment of hiatal hernias by Nissen in 1946, it has be- 
come the treatment of choice in paraesophageal 
hernias, and a combination of gastropexy and plica- 
tion of the gastric fundus has given the best results in 
the operative repair of sliding hiatal hernias. The 
purpose of gastropexy is the permanent reposition of 
the herniated organ into the abdominal cavity. The 
prolapsed stomach is reduced by a strong downward 
pull and attached to the posterior surface of the an- 
terior abdominal wall by two rows of interrupted silk 
sutures. One diagonal row fixes the mobile gastric 
fundus and a second row along the lesser curvature 
maintains the body of the stomach in its new position. 

The stitches must include the posterior rectus 
sheath for firm support. Prior to gastropexy the esoph- 
ageal hiatus is narrowed by two or three inter- 
rupted silk sutures laterally. 
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In an uncomplicated sliding hernia gastropexy is 
performed along the lesser curvature only, and repair 
of the esophageal hiatus has not been necessary. How- 
ever, in 80 per cent of patients with sliding hernias an 
intense reflux esophagitis was present, and a com- 
bination of gastropexy and plication of the gastric 
fundus was performed. Plication consists in envelop- 
ing the distal esophagus with a cuff formed from the 
anterior and posterior gastric wall. Primary reflux 
esophagitis due to “‘malposition’’ is treated by plica- 
tion alone. A combination of paraesophageal and 
sliding hernia requires gastropexy and plication of the 
gastric fundus. ‘Treatment of congenitally short esoph- 
agus by these methods is contraindicated and failed 
in the 2 patients thus treated. 

One hundred twenty patients have been operated 
upon and the results appear encouraging even though 
follow-up has been less than 3 years in the majority of 
patients. There was one death in this group. Of 
21 patients with paraesophageal hernia treated by 
gastropexy, 19 are clinically and roentgenographically 
cured. Seven of 40 patients with sliding hernias 
treated by gastropexy alone have a recurrence of 
their hernia, with symptoms in 3. Of 35 patients with 
reflux esophagitis, due to sliding hernia in 27 or 
cardiofundal malposition in 8, 34 are asymptomatic 
but 2 have a recurrence roentgenographically. This 
last group of patients was treated with a combination 
of gastropexy and fundal plication. 

— Theodor B. Grage, M.D. 


Giant Inguinal Hernia Containing Stomach (Hernia 
inguinal gigante a contenido gastrico). JUAN RENE 
De.cerR and Lorenzo Méro a. Bol. Soc. cir. Uruguay, 


1958,.29: 351. 


Tue stupy and surgical repair of an inguinal hernia 
so large that it containted a portion of the stomach is 
reported. Portions of both curvatures of the stomach 
were contained in the sac, and the pylorus remained 
in the abdomen. 

The patient was studied roentgenographically, in 
standing as well as recumbent and ‘Trendelenburg 
positions. Progressive pneumoperitoneum in the pre- 
operative preparation is of little help if the hernia sac 
is allowed to expand. 

The surgical repair was carried out with a split 
thickness graft of skin which subsequently seques- 
trated. In spite of this sequestration the postoperative 
result was found to be excellent. 

—W. Foster Montgomery, M.D. 


GASTROINTESTINAL TRACT 


Exfoliative Cytology of Gastric and Esophageal Le- 
sions; an Aid to Differential Diagnosis of Carci- 
noma. Hans J. Bruns, JOHN Prior, and Henry W. 
Mayo, JR. NV. York State 7. M., 1959, 59: 3052. 


‘THE AUTHORS PRESENT their experience with exfolia- 
tive cytology as an aid in the differential diagnosis of 
gastric and esophageal lesions. ‘The specimens are ob- 
tained by irrigating the stomach with a chymetrypsin- 
buffered sodium acetate solution. The solution is left 
in the stomach for 10 minutes, then aspirated, and 
immediately centrifuged. The sediment is smeared on 
glass slides and fixed in a solution of 97 c.c. of 95 per 


cent alcohol and 3 c.c. of acetic acid. The slides are 
then stained by the Papanicolaou technique. 

One hundred twenty-five studies were made of 12| 
consecutive patients. In 51 patients the diagnosis was 
proved by operation or autopsy. The cytologic result 
was correct in 46 of the 51 patients. In the others with 
only clinical findings, the data are difficult to inter- 
pret, but the authors state that in the series the cyto- 
logic diagnosis was satisfactory in 93 per cent. 

They believe cytology to be a valuable but ancillary 
diagnostic study. Its use is indicated for patients with 
roentgenographically questionable lesions and_pos- 
sibly for patients in whom no lesion is found after 
careful study but in whom there is reasonable cause 
to suspect a malignant lesion. Since the method is too 
time-consuming it is not to be used as a screening 
procedure. — Thomas Shields, M.D. 


A Multipurpose Instrument for Suction Biopsy of the 
Esophagus, Stomach, Small Bowel, and Colon. 
L. L. BRANbBorG, G. E. Rustin, and WwW. E. Quinton, 
Gastroenterology, 1959, 37: 1. 


THE USE of suction biopsy to obtain specimens of the 
gastric mucosa has become widespread since Wood 
and his associates and Tomenius introduced the 
principle. Many investigators have modified the \Vood 
instrument to suit their own needs. In recent years the 
method has been extended to obtain mucosal speci- 
mens from the small bowel and colon. Royer ¢¢ al. in 
1955 first devised a suction instrument specilically 
for duodenal biopsy. Shiner reported a variation of 
the Wood tube in 1956, and Crosby and Kugler 
described their capsule in 1957. The latter tool con- 
sists of a long, flexible tube of fine diameter attached 
to a capsule containing a knife that is activated by 
suction, rather than by a pull wire. The unique f«.:ture 
of this ingenious device is its ability to sample any 
area of the small bowel, including the ileum. Un- 
fortunately, despite a time-consuming intubation, it 
excises only a single, large, shallow specimen that 
usually does not include muscularis mucosa. 

Because of their large size, rigidity, or other mechan- 
ical defects all of the available instruments have 
limitations. The authors have long felt the need for a 
safe and simple means of taking biopsy specimens 
from diffusely diseased tissue in any part of the 
gastrointestinal tract. To this end the Wood tube has 
been repeatedly modified in the past 5 years in this 
laboratory until a multipurpose tube was developed. 
Its flexibility and small diameter—a No. 14 French, 
4.6 mm.—permits its use with equal facility in in- 
fants, children, and adults. Clean excision of multiple 
small biopsy specimens during a single intubation has 
been furthered by the present design which incor- 
porates a precise, protected cutting mechanism, 4 
leakproof system, and a suction syringe attached to 
an aneroid manometer. 

Almost 700 biopsy specimens have been taken with 
this multipurpose tube from patients ranging from 5 
months to 85 years of age. There have been no over! 
hemorrhages or other complications to date. 

It is to be emphasized that this instrument is ot litle 
use in highly localized disease and that its main 
diagnostic value is in diffuse lesions of the gut. ‘I hus, 
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isis, and ulcerative colitis can be diagnosed. The 
course or response to treatment of these lesions can be 
alely followed by repeated suction biopsy. Duodenal 
and jejunal biopsy has proved of greatest value in the 
diflerential diagnosis of steatorrhea. The same char- 
acteristic lesion has been identified in celiac disease 
and adult idiopathic sprue. The duodenal and jejunal 
mucosa is normal in other steatorrheas caused by 
gastric resection, pancreatic insufficiency, blind loop 
syndromes, massive intestinal resection, or small 
bowel diverticulosis. 

Careful orientation and serial sectioning of the 
biopsy specimen will do much to prevent incorrect 
diagnoses due to artifacts. Other sources of potential 
error are described in the text. 

With experience and care the surgeon will regularly 
procure excellent mucosal samples from much of the 
gastrointestinal tract with this multipurpose tube. 
They will be but a few seconds old and eminently 
suited to the study of fine structure and function. This 
procedure has proved both safe and useful for in- 
vestigative and clinical use. 

— Benjamin Goldman, M.D. 


Intracranial Infections Causing Esophagomalacia and 
Gastromalacia. JéRGEN B. DatGaarp. Gastroenter- 
ology, 1959, 37: 28. 


GaASTROMALACIA is an agonal autodigestion with 
softening and perforation of the fundus of the stomach, 
the contents of which may flow out beneath the left 
half of the diaphragm or even proceed through it and 
enter the left pleural cavity. Esophagomalacia is an 
analogous process involving the lower end of the 
esophagus, part of which will become dark and lique- 
fed, perforating into the posterior mediastinum or 
into the left pleural cavity, more rarely the right, or 
into both pleural cavities, which may contain large 
amounts of dark, bloody, gastric acid. 

Cushing in 1932 showed that cerebral lesions may 
cause acute peptic ulcerations, including the malacias, 
and since that time the concept of “neurogenic ulcers” 
has been generally accepted. Numerous reports of 
such cases have appeared and much experimental 
work has been performed. Neurogenic ulcers may 
complicate a wide variety of cerebral lesions and are 
by no means rare. Contrary to ordinary chronic pep- 
tic ulcers, such lesions are usually acute. 

The author has been especially interested in cases of 
neurogenic ulceration seen postmortem and has en- 
countered more than 250 instances of acute ulceration 
among 5,000 autopsies. An analysis listing the types 
and numbers of ulcerations encountered in the first 
4,317 autopsies has been published, and the following 
selected groups of cerebral lesions or acute, severe 
stress causing ulceration have been considered: cere- 
bral injuries, tumors, operations, and extensive burns. 

This report is devoted to a special group of patients 
with neurogenic ulcer usually admitted to medical, 
epidemic, or neurologic departments, that is, patients 
with meningitis, encephalitis, or cerebral abscess. 

Acute peptic ulceration of the upper gastrointestinal 
\ract_ may complicate a wide variety of cerebral 
lesions, including intracranial infections. Eleven such 
instances encountered among 3,000 autopsies which 
included 60 patients with cerebromeningeal infec- 
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tions are reported. Two patients had tuberculous 
meningitis; 3 had nonspecific meningitis; 2 were 
patients with complicated cerebral abscesses; and 4 
cases occurred in patients with encephalitis, 1 of whom 
had toxoplasmosis. Others have observed similar 
cases in bulbar poliomyelitis. Three patients were 
infants less than 1 year of age, and 2 others were 
children 7 and 8 years old. 

Infectious cerebral lesions seem especially prone to 
induce the type of peptic lesion known as perforating 
esophagomalacia or gastromalacia, which was ob- 
served in 10 of the 11 patients. Such lesions are 
agonal but always initiated during life, although the 
actual perforation may occur before death—often 
being the ultimate cause of death—or after death. 

Intracranial infection is an uncommon but typical 
cause of neurogenic peptic ulceration. 

— Benjamin Goldman, M.D. 


Recent Advances in Upper Abdominal Surgery. 
FRANK GLENN, Henry Dousitet, Louis M. RoussELor, 
and Freperick H. AMenpoLa. NV. York State 7. M., 
1959, 59: 3198. 


THIs ARTICLE presents some opinions regarding porta- 
caval, gastric, and pancreaticobiliary surgery. 

It is suggested that there is more and more con- 
vincing evidence that spasm of the sphincter of Oddi 
permits reflux of bile into the pancreatic duct and of 
pancreatic juice into the biliary tract and that this 
mechanism is responsible for acute pancreatitis, acute 
cholecystitis, and cholangitis in at least some instances. 
It is further suggested that, whenever stones are found 
in the gallbladder, in addition to cholecystectomy 
careful examination of the entire biliary tract and 
pancreas is necessary. It is also recommended that 
whenever common duct exploration is undertaken the 
transduodenal approach be used and retrograde 
exploration be made. In the presence of strictures of 
the common duct, end-to-end anastomosis has not 
been very satisfactory to these authors and they sug- 
gest choledochojejunostomy with Roux-en-Y. Sphinc- 
terotomy has also given good results in the treatment 
of both acute and chronic pancreatitis and in the 
treatment of pseudocysts or pancreatic fistulas result- 
ing from this. 

The increased incidence of cirrhosis of the liver as 
the cause of death is noted. In patients with problems 
related to portal hypertension percutaneous puncture 
of the spleen and measurement of the splenic pulp 
pressure as well as portal venography have become the 
procedures of choice. A direct and close relationship 
between splenic pulp pressure and the actual portal 
pressure has been established to the satisfaction of 
these authors. 

Once the diagnosis of portal hypertension is 
established, patients with bleeding varices, in whom 
esophageal tamponade either does not control the 
bleeding or in whom bleeding recurs immediately 
upon release of the tamponade, require direct 
emergency procedures. At present, either direct end- 
to-side portacaval shunt or transesophageal ligation 
of the varices are considered for control of the bleed- 
ing. When a more elective procedure can be done it is 
still believed that end-to-side portacaval shunt is to be 
preferred, with a splenorenal shunt second choice if 
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the portal vein is occluded. In most instances, asso- 
ciated hypersplenism seems to be reversible if satis- 
factory decompression of the portal system is ob- 
tained. 

The known gastric physiology relating to peptic 
ulcer is reviewed. For gastric ulcer partial gastrectomy 
including removal of the antrum is quite well estab- 
lished as the proper procedure. Total gastrectomy 
should not be performed unless the lesion is malignant, 
because, with complete mobilization of both curva- 
tures, almost every ulcer can be removed. The situa- 
tion with regard to duodenal ulcer is somewhat less 
well settled. Vagotomy and a drainage procedure and 
partial gastrectomy are the current preferences. The 
problems of massive hemorrhage, acute perforation, 
and malignant lesions of the stomach are discussed 
with these considerations in mind. The granulomatous 
lesion, eosinophilic gastroduodenitis, is also mentioned 
as an indication for subtotal gastrectomy. 

—Robert W. Williams, M.D. 


The Esophagogastric Sphincter After Cardiomyotomy. 
Thorax, Lond., 1959, 14: 125. 


THE GASTROESOPHAGEAL REFLUX after operation for 
the relief of achalasia of the cardia and its relation 
to the functional state of the esophagogastric sphincter 
were studied. 

In a series of 18 patients who had undergone 
cardiomyotomy 1 month to 9 years previously, studies 
were made by a manometric technique that recorded 
intraluminal pressures from the stomach, the esopha- 
gogastric junction, and the esophagus. 

Eleven of the patients showed remaining function. 
In those who suffered from gastroesophageal reflux 
after operation, the impairments of function of the 
sphincter were greater than in those without reflux, 
suggesting that residual tone is of importance in 
preventing reflux after cardiomyotomy. However, 
no sphincter could be demonstrated in 3 patients in 
whom symptoms of reflux did not develop, suggesting 
that some additional factor must be responsible for 
the competence of the cardia in these 3 patients. 

—W. Foster Montgomery, M.D. 


The Mechanism of Inhibition of Gastric Acid Secre- 
tion by the Duodenum. THomas W. Jones and 
Henry N. Harkins. Gastroenterology, 1959, 37: 81. 


InurBiTION of gastric acid secretion, in both volume 
and concentration, by the presence of acid in the 
duodenum seems to be fairly well established. The 
present experimental study was designed to clarify 
whether this inhibition is of nervous or hormonal origin 
or of both. 

Using a group of 4 dogs, 2 with Heidenhain pouches 
and 2 with Pavlov pouches, the authors studied the 
isolated duodenum. Various test substances, isotonic 
saline, 0.1 N hydrochloric acid, and 0.1 N sodium 
bicarbonate, were infused into the duodenum, and the 
effect of these various substances on gastric acid se- 
cretion was noted. 

Under the conditions of this experimental study the 
duodenum does exert a hormonal inhibitory influence 
on free hydrochloric acid secretion from Heidenhain 
and Pavlov pouches. It also appears that under certain 
other circumstances the duodenum can exert a 


stimulatory influence on such gastric acid secretion, 
The mechanism of this stimulation may also be 
hormonal. These data emphasize again the importance 
of the duodenum in the normal control of gastro- 
intestinal physiology. | —Benjamin Goldman, M.D. 


Gastric Perforation in the Newborn Infant. Leon (, 
Hamrick. 7. Am. M. Ass., 1959, 171: 411. 


THE RECOGNIZED MORTALITY in gastric perforation of 
the newborn infant is 81 per cent. Initially, peptic ul- 
ceration was considered the prime cause of perfora- 
tion, but congenital defects of the stomach wall and 
other etiologic factors have now been defined. The 
first reported attempt to close such a perforation was 
published in 1929, but survival after operation was 
not recorded until 1950. . 

The author reports the cases of 3 patients to empha- 
size the various aspects of the problems associated 
with diagnosis and treatment. In the first case the in- 
fant died 41 hours after birth of multiple perforations 
and prematurity. The second case illustrates asso- 
ciated congenital anomalies, especially obstruction 
distal to the site of perforation, and the possibility of 
postoperative perforation from a nasogastric tube. 
The third case parallels the more typical clinical pic- 
ture described in the majority of reports reviewed in 
the literature. The author believes that there should 
be little difficulty in making an early diagnosis and 
instituting proper treatment, if the possibility is kept 
in mind. 

A review of the literature reveals a striking resem- 
blance in the histories of the patients studied. Al- 
though prematurity and congenital anomalies are as- 
sociated findings, the infant is usually normal at 
birth. Oral feedings are at first tolerated, but regurgi- 
tation may be present. Stools are normal but may 
contain blood. After doing well for one to several days 
after birth, the infant has a fairly sudden onset of lassi- 
tude, dyspnea, and abdominal distention. This is fol- 
lowed by paralytic ileus, dehydration and _ shock. 
Nasogastric suction fails to relieve the distention and, 
because irrigation fluid may not return, the diagnosis 
of perforation may be suggested. The diagnosis may 
be confirmed by a plain upright roentgenogram of the 
abdomen which shows the presence of free peritoneal 
air. Prompt identification and adequate supportive 
management during the preoperative and postoper- 
ative periods should decrease mortality. 

—Harold Laufman, M.D. 


Cineroentgenographic Studies of Gastrointestinal 
Motility in Healthy Subjects and in Patients with 
Gastric or Duodenal Ulcer. S.-O. Lirjepant, 0. 
Mattsson, B. PERNow, and S. WALLENSTEIN. 
chir. scand., 1959, 117: 206. 


Stupies of the motility of the stomach, duodenum, 
and small intestine after the administration of con- 
trast medium may be carried out for considerably 
longer periods than previously possible if the cinera- 
diographic technique with an image amplifier is used. 

The authors use this method in examining 22 pa- 
tients with gastric or duodenal ulcer. Nineteen of 
these patients had had partial gastrectomy, 5 the 
Billroth I operation, and 14 the Billroth II. There 
were 2 cases of total gastrectomy. The normal ma- 
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terial consisted of 6 subjects without gastrointestinal 
complaints. Special interest was focused on patients 
with the dumping syndrome after the Billroth II oper- 
ation, and 7 in the surgical group fell into this cate- 


ory. 

. Tn healthy subjects the contrast medium was ob- 
served to flow continuously from the esophagus into 
the stomach and through the cardia in which no 
definite sphincter mechanism was visible in any case. 
There were questionable contractions in the upper 
part of the stomach as the contrast medium passed 
through to collect in the lower part of the body of the 
stomach and gastric canal. Muscular contractions 
were more pronounced in this area, particularly in 
the gastric canal where strong peristaltic waves could 
be seen. A deep wave of contraction formed and ran 
forward from the lower part of the body to the gastric 
canal until it reached a point about 3 to 4 cm. from 
the pylorus. When it had reached this point, the 
whole of this part of the gastric canal contracted 
simultaneously; the pylorus opened and the greater 
part of the contrast medium spurted into the duo- 
denum, a small portion being forced back into the 
stomach. In this way the stomach was emptied in por- 
tions in a slow rhythm. 

In the duodenum the medium was carried by peris- 
taltic waves into the lower, horizontal portion until 4 
to 5 portions had collected. Lively activity was then 
seen in the duodenum with alternating peristaltic and 
antiperistaltic contractions sometimes throwing the 
contrast medium back to the closed pyloric sphincter. 
After this stage, the medium again collected in the 
lower part of the duodenum, to be emptied in por- 
tions into the jejunum and then carried down the 
intestine by relatively mild contraction. Antiperistal- 
tic contractions were observed in certain parts of the 
jejunum. 

No definite difference in motility could be ob- 
served between healthy subjects and those with duo- 
denal ulcer, with one exception. Peristalsis and anti- 
peristalsis were more lively in the duodenum and 
small intestine in the latter group. 

It was striking to note that differences from normal 
motility after partial gastrectomy by the Billroth I 
operation were inappreciable. In fact, it was repeated- 
ly observed that a functional sphincter mechanism 
had developed. Formation of a caplike widening in 
the uppermost part of the remaining duodenum was 
also seen; peristalsis in the small intestine was some- 
what livelier than normal. Bilateral vagotomy pro- 
duced no discernible differences when added to the 
Billroth I operation. 

In the patient with a partial gastrectomy by the 
Billroth II procedure but without dumping, the con- 
trast medium passed rapidly through the stomach 
into the jejunum. Some retardation of flow was seen 
in patients with antecolic gastroenterostomy. In only 
one did the afferent loop fill first, to be emptied into 
the efferent by powerful contraction. Peristalsis 
throughout the entire small bowel was more active 
than normal. 

Precipitate emptying of the gastric remnant was 
common to all patients with the Billroth II gastrecto- 
my and dumping symptoms. Again, one case of initial 
filling of the afferent loop was observed. As soon as the 
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barium reached the small intestine it produced strong 
movement with alternating peristaltic and antiperis- 
taltic waves which gave the appearance of spasm. 
Passage through the small intestine was extremely 
rapid. 

The Billroth II anastomosis was changed to a Bill- 
roth I in 4 patients, one by Von Haberer’s modifica- 
tion. Freedom from symptoms resulted in all 4. After 
the reoperation, the pyloruslike mechanism was again 
observed, although less distinct than before the Von 
Haberer modification, and motility of the bowel was 
to all intents similar to normal. 

Esophagojejunostomy was performed on one pa- 
tient with total gastrectomy, and the contrast ma- 
terial passed into the efferent loop of the jejunum, 
giving rise to intense motion of the small intestine. 
Passage through the small intestine was extremely 
rapid. The other patient had a jejunal transplanta- 
tion by Henley’s method after total gastrectomy. No 
change in motility was observed, and the transplanted 
jejunal loop did not function as a food reservoir. 

—Glenn E. Behringer, M.D. 


Massive Bleeding in Duodenal Ulcer. BERNARD GARD- 
NER and Ivan D. Baronorsky. Bull. N. York Acad. M., 
1959, 35: 554. 


THE AUTHORS STUDIED 235 patients with massively 
bleeding duodenal ulcers who were admitted to the 
wards of the Mount Sinai Hospital, New York City, 
between the years 1947 and 1957. Emphasis was 
placed on the medical treatment of these patients. 
Two hundred and four of the 235 patients were ad- 
mitted to the medical service. Surgery was rarely per- 
formed during the first 72 hours of the hospitaliza- 
tion. 

The patients were divided into 5 groups depending 
on the amount of blood they required to become 
stabilized, as follows: Group 1, 0 to 1 unit (500 c.c.) 
of blood; group 2, 2 to 4 units of blood; group 3, 5 to 
6 units; group 4, more than 6 units; and group 5, the 
most severe bleeders who either exsanguinated from 
their disease or were taken to the operating room for 
emergency surgery. 

The age distribution was similar among the differ- 
ent bleeding groups and suggests that the older pa- 
tient is not more apt to have a massive hemorrhage 
than a less severe bleeding episode. 

Melena occurred in 85 per cent of the patients in 
each group; hematemesis occurred in 19 per cent of 
group 1 patients and in 28, 42, 35, and 50 per cent of 
those in groups 2 to 5; signs of weakness and fainting 
occurred in 40 per cent of the patients in each group. 

Of 188 patients treated by medical means only, 7 
died, a mortality rate of 3.7 per cent. These patients 
were given 8 to 33 transfusions. All 7 were more than 
56 years of age, 6 were males, and 1 was female. 

Of 47 patients undergoing surgery at the first ad- 
mission, 3 died, a mortality of 6.4 per cent. In 1 pa- 
tient, a 6 year old child, the bleeding source could not 
be found at surgery. Postmortem examination showed 
acute duodenal ulcer eroding the superior pancreati- 
coduodenal artery. In another patient the ulcer base 
was left in situ. The patient continued to bleed and 
died. The third patient had a cardiac arrest on the 
table. He died on the seventeenth postoperative day. 
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In 5 of the 7 patients who died during medical 
therapy a duodenal ulcer was located on the posterior 
duodenal artery or one of its branches. 

The mortality rate of an additional 47 surgically 
treated patients who bled after discharge or were 
operated upon electively was 6.4 per cent. Surgical 
mortality during active bleeding was 20.8 per cent 
in contrast to 1.4 per cent for purely elective 
procedures. 

The mortality rate in those treated medically in 
groups 3 to 5 (those requiring more than 2,000 ml. 
of blood), was 12.1 per cent compared to 8.3 per cent 
in those treated by surgery. 

Follow-up studies on 104 medically treated pa- 
tients showed a 50.9 per cent incidence of recurrent 
bleeding as compared to a 18.6 per cent incidence in 
those surgically treated. 

A review of the roentgenographic findings showed 
a higher incidence of an ulcer crater in the more 
severely bleeding patients. Also in follow-up studies 
it was noted that in medically treated patients in 
whom no crater was demonstrated, 40 per cent had 
recurrent bleeding versus 72.5 per cent recurrent 
bleeding in those in whom a crater was seen. Of these, 
26.7 per cent without a crater underwent surgery, 
whereas 60 per cent in whom a crater was present 
underwent subsequent surgery. 

The authors recommend that patients with acute 
massive hemorrhage of duodenal ulcer origin be 
operated upon sooner if an ulcer crater is demonstrated. 

— John F. Hudock, M.D. 


The Use of the T Tube in Difficult Duodenal Stump 
Closures. GERALD W. Gincricu. Am. Surgeon, 1959, 
257639. 


ManacGeEMENT of the difficult duodenal stump is fre- 
quently a major problem in gastric resection for 
duodenal ulcer, particularly in patients on whom 
emergency resection is performed for acute massive 
hemorrhage and in those whose bleeding ulcer is lo- 
cated on the posterior duodenal wall and is pene- 
trating. 

Dire consequences manifested by pancreatitis and 
pancreatic fistula may result from ill advised resec- 
tion of some posterior ulcers from the head of the 
pancreas. Where there is foreshortening of the 
duodenum, extensive inflammatory reaction, or ad- 
herence of ulcer to the common duct, identification 
of the common duct is important, and Lahey’s 
method of introducing a T tube into the duct will 
minimize possible damage to this structure. 

Occasionally the surgeon finds that he has pro- 
ceded to a stage at which exclusion is not feasible 
and the ulcer must be exteriorized. The essential 
feature here is that the ulcer should not be dissected 
from the head of the pancreas but should be excised 
from the duodenal wall and thus separated from the 
continuity of the duodenal lumen. Inversion of the 
duodenal stump may be accomplished by the various 
procedures described by Graham, Nissen, or Bsteh. 

In patients with massive hemorrhage with marked 
periduodenitis, particularly with a bleeding vessel in 
a posterior indurated ulcer bed, the closure of the 
duodenal stump is difficult. The situation requires 
exposure of the ulcer bed, and the remaining in- 


flamed duodenal wall may be inadequate for a secure 
closure. Further dissection would endanger the pan- 
creatic or common bile duct. Catheter duodenosiomy 
through the stump, as described by Welch, affords 
an excellent solution to this difficult and hazardous 
situation. The author suggests a modification of 
Welch’s catheter duodenostomy in an effort to dimin. 
ish morbidity and complications. In the technique 
here described the T tube is inserted into the second 
portion of the duodenum for decompression and as a 
controlled duodenostomy in those patients in whom 
it is evident that a secure inversion of the stump is 
improbable. This serves as a protective measure 
against the grave sequelae of duodenal blowout. 

The author believes that it is more physiologic to 
bring the tube through normal tissue than through 
the scarred, friable, edematous tissue present in this 
type of duodenal stump. The fistulous tract heals 
more rapidly and there is less leakage of biliary and 
pancreatic juice into the tube. The technique and 
the treatment, particularly of hemorrhaging duo- 
denal ulcers, is described in detail. 

The author discusses the cases of 16 patients in 
whom the integrity of the closure of the duodenal 
stump was in doubt and in whom T tube drainage 
as a controlled duodenostomy and decompression of 
the duodenum was utilized. 

— Wayne F. Cameron, M.D. 


Vagotomy and Antral Resection in the Treatment of 
Duodenal Ulcer, Results in 514 Patients. J. Lyy- 
woop HERRINGTON, JR., L. W. Epwarps, KENNETH 
L. Crassen, Ropert I. Caruson, and Others. Ann, 
Surg., 1959, 150: 499. 


THE OVER-ALL RESULTS of operative therapy for duo- 
denal ulcer are generally satisfactory, but the prob- 
lem of recurrent ulceration has not been entirely 
eliminated. The standard two-thirds to three-fourths 
subtotal gastric resection has greatly reduced recur- 
rent ulceration but has added undesirable side effects 
including excessive weight loss, anemias, and nu- 
tritional problems. Vagotomy combined with a drain- 
age operation produces few undesirable side effects 
but a higher long term incidence of recurrent ulcer- 
ation. 

As a result of these findings, this group of authors 
began performing vagotomy and antral resection. 
The vagotomy abolished the continuous secretion of 
gastric juice of nervous origin, and resection of the 
antrum eliminated the secretion of gastrin. ‘The pro- 
cedure’s usefulness is not restricted to elective op- 
erations for duodenal ulcer but is applicable also to 
perforations and patients with massive bleeding. 
After this procedure, 90 per cent of the patients have 
had no free hydrochloric acid after a histamine test. 

From January 1947 through December 1958 a 
total of 680 patients have had vagotomy and antral 
resection for the treatment of complications of duo- 
denal ulcer. ‘This report includes only the 565 pa- 
tients operated upon through December 1957. ‘I hese 
operations were performed on the private and staf! 
services of the Vanderbilt University Hospital and 
the Thayer Veterans Hospital, Nashville, ‘Tennessee. 
‘There were 18 hospital deaths, a mortality of 3.1 per 
cent, and an additional 18 subsequent deaths which 
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were unrelated. Fifteen patients were lost to follow-up. 
Thus, 514 patients or 97 per cent of the total sur- 
vivors comprise this report. 

Pain refractory to medical management constituted 
the chief indication for operation in 272 patients, or 
53.2 per cent. Recurrent or massive hemorrhage in 
152, or 30 per cent, and pyloric obstruction in 80, 
or 15.4 per cent, were the other indications. Of the 
18 hospital deaths, 8 occurred in patients subjected 
to emergency operation for control of massive hemor- 
rhage. There were associated surgical procedures 
carried out in 37 patients. 

There were 84 significant postoperative compli- 
cations among 83 patients, thrombophlebitis and 
wound disruptions accounting for most of these. How- 
ever, delayed gastric emptying, acute postoperative 
pancreatitis, anastomotic leaks, and postoperative 
hemorrhage did occur. The results were classed as 
(1) excellent, patients with no gastrointestinal symp- 
toms or restrictions; (2) good, those with excellent 
gastrointestinal function but occasional fullness, 
dumping, or diarrhea; (3) fair, those who received 
benefit from the operation but who had vague ab- 
dominal distress, fullness, and diarrhea, and (4) poor, 
those with recurrent ulcer disease or so much distress 
that they could not work. Excellent results were 
achieved in 315 patients, good results in 159, fair 
results in 24, and poor results in 16. 

There were 175 patients with a Billroth I recon- 
struction, with excellent results in 102, good results in 
56, fair results in 10, and poor results in 7. The 339 
patients who had a Billroth II reconstruction had 
excellent results in 214, good results in 102, fair re- 
sults in 14, and poor results in 9. Generally, the best 
results were obtained in those patients operated upon 
for obstruction and hemorrhage. Thirty per cent of 
patients experienced some degree of the dumping 
syndrome. Generally, the patients have not dropped 
below their ideal weight postoperatively, and in only 
2 patients has recurrent ulceration developed. 

The over-all results with the combined procedure 
of vagotomy and antral resection have been quite 
satisfactory and appear to offer as much as or more 
protection against recurrent ulceration than does an 
adequate subtotal gastric resection. The authors’ ex- 
perience suggests that the Billroth I reconstruction is 
the method of choice for nutritional reasons, especial- 
ly in the female. — David E. Hallstrand, M.D. 


Retroperitoneal Rupture of the Duodenum with Non- 
perforating Abdominal Trauma (La rottura retroperi- 
toneale del duodeno da trauma chiuso dell’addome). 
Franco Grarpint and Vincenzo M. Venuti. Ann. 
ital. chir., 1959, 36:228. 


[HE AUTHORS REPORT on a patient with retroperi- 
toneal rupture of the duodenum during an auto acci- 
dent. The patient was admitted for treatment in an 
unconscious condition with some abdominal tender- 
ness but no evidence of perforation. During the night 
he gradually became conscious and began to com- 
plain of abdominal pain. 

He was operated on 20 hours after injury and found 
to have a traumatic rupture of the third portion of the 
duodenum to the left of the mesenteric vessels. The 
duodenum was ruptured for about two-thirds of its 
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circumference. A duodenal tube was guided beyond 
the rupture and the bowel was repaired with a two 
layer closure of catgut and linen sutures. A rubber 
tissue drain was placed through the abdominal in- 
cision. Antibiotics were used intraperitoneally, 1 mil- 
lion units of penicillin and 1 gm. of streptomycin. 
Continuous suction was used postoperatively for 14 
days. Antibiotics were continued for 9 days, and fever 
was present for 13 days. The rubber drain was re- 
moved on the fifth day, and drainage was continued 
until the fifteenth day. Improvement continued and 
the patient was discharged on the nineteenth day. A 
roentgenographic control study 1 year later showed 
an adequate lumen. 

A review of the literature is presented, and em- 
phasis is placed on a proper exposure of the duodenum 
by mobilizing the hepatic flexure and the second 
portion of the duodenum. Various means of treat- 
ment are recommended, with complete transection 
and a diverting anastomosis as being sometimes 
necessary. The article contains very good illustrations 
and diagrams. —Lucian 7. Fronduti, M.D. 


Carcinoma of the Jejunum (I] carcinoma del digiuno). 
E. Marinoni and C. Zuccut. Arch. ital. chir., 1959, 85: 


THE AUTHORS report the cases of 4 of their patients 
with carcinoma of the jejunum. Two of these had 
wide resections and 1 lived for 20 months, the other 
for 3 years. The other 2 patients were considered in- 
operable, and a gastroenterostomy was performed on 
1 who lived for 20 months. An enteroenterostomy was 
performed on the second patient, uniting the bowel 
above and below the inoperable lesion. ‘The patient 
lived for 5 months. 

The literature on the subject is reviewed, and the 
difficulty of establishing a diagnosis during life is 
emphasized. The predominating symptom is pain. 
Other symptoms are weight loss, anemia, and those 
of a stenosing lesion of the small bowel. Whenever 
possible, a wide resection is recommended as the 
treatment of choice, but if this is not possible a palli- 
ative sidetracking operation is recommended. 

—Lucian J. Fronduti, M.D. 


Roentgenologic Aspects of Hydrostatic Reduction of 
Ileocolic Intussusception. BeRTRAM R. GirpaNy, 
Lee W. Bass, and K. Sreper. Am. 7. Roentg., 
1959, 82: 455. 


HypbROsTATIC REDUCTION by barium enema is now an 
accepted method of treatment of ileocolic intussuscep- 
tion. It diminishes the morbidity associated with un- 
complicated ileocolic intussusception. No significant 
differences in mortality exist between hydrostatic and 
primarily surgical methods of reduction. 

Hydrostatic reduction of ileocolic intussusception 
has been the initial treatment of choice at the Chil- 
dren’s Hospital of Pittsburgh, Pennsylvania for 7 
years and has been used in 1006 patients. This report 
considers the technical problems associated with the 
hydrostatic procedure. It presents criteria for com- 
pleteness of reduction of ileocolic intussusception, gives 
roentgenographic examples of lead points and ileoileal 
intussusception, and includes a discussion of the causes 
of failure of hydrostatic treatment. 
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Bass et al. emphasize clinical factors that contribute 
to poor prognosis. They indicate that duration of 
disease is not a necessary contraindication to hydro- 
static pressure and that any method of reduction of 
intussusception is contraindicated until dehydration 
and shock have first been corrected. 

Plain roentgenograms of the abdomen may be use- 
ful but are unreliable in the identification of in- 
tussusception. The gas and soft tissue pattern in the 
abdomen is often normal. Absence of air from the 
region of the cecum and ascending colon is an in- 
constant finding. Signs of intestinal obstruction may 
contraindicate hydrostatic treatment and indicate the 
need for surgical exploration. They suggest the 
presence of gangrene and/or ileoileal intussusception. 
Eight of the 11 children with ileoileal intussusceptions 
in this series showed roentgenographic signs of in- 
testinal obstruction. In addition, 7 children with 
roentgen changes indicating intestinal obstruction had 
ileoileal intussusceptions and were not given hydro- 
static treatment. 

The child’s clinical condition is evaluated, and 
shock and dehydration are corrected before any 
definitive treatment of intussusception is undertaken. 
After the surgeon has been consulted and is in attend- 
ance, the roentgenologist applies hydrostatic pressure 
with a barium enema. Immobilization of the patient 
is as important to the success of hydrostatic treatment 
as is control of the flow of opaque material. The in- 
adequately immobilized infant is for the roentgen- 
ologist the equivalent of the poorly anesthetized pa- 
tient for the surgeon. Sand bags, stockinette puller 
over the arms, and ace bandage wrapped around 
the lower extremities immobilize the infant. A com- 
pression band may be drawn across the lower ex- 
tremities. 

In discussing the roentgenographic aspects of hy- 
drostatic reduction of ileocolic intussusception, the 
authors are of the opinion that hydrostatic pressure 
with barium enema is an effective method of reduc- 
tion of uncomplicated ileocolic intussusception. They 
emphasize that failure of successful reduction by hy- 
drostatic pressure suggests the presence of ileoileal 
intussusception or gangrene. They warn that plain 
roentgenographic findings of intestinal obstruction 
are contraindications to the use of hydrostatic pressure 
and usually indicate ileoileal intussusception and 
gangrene. — Benjamin Goldman, M.D. 


Ileostomy and Electrolyte Excretion. D. I. Fow ier, 
W. T. Cooke, B. N. Brooke, and E. V. Cox. Am. 7. 
Digest. Dis., 1959, 4: 710. 


IN ORDER to determine the fluid and electrolyte re- 
quirements after the establishment of an ileostomy, 
balance studies were carried out in 15 patients with 
ulcerative colitis. There were 7 men and 8 women, 
aged 15 to 49 years. Of these, 10 were investigated 
immediately after the ileostomy and 5 during periods 
of 1 to 2 years after operation. 

Immediately postoperatively the sodium concen- 
tration in the ileostomy collections ranged between 
115 and 145 mEq./kgm.; it subsequently fell to be- 
tween 90 and 135 mEq./kgm. Potassium concentra- 
tion initially varied between 10 and 22 mEq./kgm., 
but finally stabilized between 6 and 13 mEq./kgm. 


Chloride concentration, initially 75 to 100 mEq./kgm., 
fell to between 40 and 70 mEq./kgm. After 10 to 15 
days, potassium concentration stabilized between 4 
and 13 mEq./kgm. and exceeded this range only when 
the condition of the patient was unsatisfactory. 

Most sodium is lost through the ileostomy stoma. 
For 5 to 6 days after operation sodium loss can be 
calculated by the assumption of 135 mEq./kgm. of 
ileostomy fluid. The ileostomy excretions begin to be 
semiformed by the seventh or eighth day and often do 
not weigh more than 700 gm. Thus 70 mEq./day is 
a Satisfactory estimate of sodium lost from the ile- 
ostomy. The loss from an established ileostomy is of 
the order of 50 to 70 mEq./day. 

The loss of potassium via the ileostomy discharges 
during the first 10 postoperative days is usually about 
20 mEq./kgm. Later the amounts do not exceed 1() 
mEq./kgm. The urinary excretion of potassium may 
be considerable, however, and the range in the first 10 
postoperative days varies from 9 to 120 mEq./day 
with an average of 47 mEq./day. In these first 10 
days the dietary intake of potassium may be so neg- 
ligible that the patient loses potassium in the amount 
of about 70 mEq./day. This figure will be increased 
with vomiting. 

Chloride concentrations and excretion are much 
more variable than those of potassium and sodium, 
and are unlikely to cause a negative balance unless 
the patient is vomiting severely. 

Each patient must be treated individually, and a 
scheme of routine therapy is outlined. Intravenous 
fluids are continued for 24 to 36 hours after the 
ileostomy has begun to function. Should its excretions 
give signs of being excessive, intravenous therapy 
should be continued or immediately begun again. 
Therapy can be calculated from an assumption of 
135 mEq./kgm. of sodium, 20 mEq./kgm. of potas- 
sium, and 90 mEq./kgm. of chloride in the ileostomy 
excretion during the first 10 days. There may be con- 
siderable loss of potassium in the urine, so that 7) 
mEq./day of potassium should be an adequate work- 
ing figure for calculating replacement. This supple- 
mental therapy may be necessary for 10 to 15 days 
postoperatively, but thereafter a normal dietary in- 
take can be expected to provide all that is necessary. 

—Glenn E. Behringer, M.D. 


Massive Resection for Ileitis, a 12 Year Follow-Up of 
2 Patients. MANDEL WEINSTEIN, Morton Roberts, 
and Brian REynotps. 7. Am. M. Ass., 1959, 171: 396. 


EXTENSIVE RESECTIONS of the ileum and colon for 
regional ileitis present a more difficult problem than 
do resections for gangrene or extensive trauma of the 
intestines. In ileitis the disease involving the intestine 
may be more extensive than appears evident at the 
time of operation. The presence of diarrhea, fever. 
and enteric fistulas serve as additional physiologic 
stresses on the patient undergoing massive resection 
for ileitis. 

The end results of massive resection are so variable 
that one cannot often predict which patients will 
obtain a good result or which will emerge from the 
operation with extreme nutritional insufficiency. How- 
ever, surgical successes have been made possible by 
an increasing knowledge of nutritional requirements 
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as well as the remarkable compensatory mechanisms 
inherent in the human body. 

Two cases are reported in which the patients were 
studied 12 years after unusually extensive intestinal 
resections. One patient weighs 158 pounds (71.7 
kgm.) and is working full time although he lacks part of 
the sigmoid and descending colon, the right half of the 
transverse colon, all of the ascending colon with 
cecum, all of the ileum, and all but about 60 cm. of 
the jejunum. The other patient retains about 45 cm. 
of the jejunum and lacks the ileum, ascending colon 
with cecum, and half of the transverse colon. He 
weighs 142 pounds (64.4 kgm.) and works as a truck 
driver. Both men compensate for poor water absorp- 
tion by a large daily intake of beverages and liquid 
foods, but they tolerate carbohydrates, proteins, and 
fats equally well. 

The first patient tolerated only carbohydrates 
shortly after his operation, but later proteins and fats 
began to occupy a normal place in his diet. With the 
exception of a low blood sugar level, all laboratory 
tests were normal. 

The second patient was readmitted to the hospital 
10 years after his operation with rectal abscesses and 
severe debility. An operation was performed to dilate 
aseverely stenosed rectum, and the patient received 4 
pints of blood because of severe anemia. He recovered 
rapidly, and 2 years later—12 years after his initial 
resection—he works 8 to 10 hours a day. The stools 
are loose and number 5 to 6 a day. His only trouble- 
some symptom is distress from gaseous distention 
from which relief is afforded by the passing of large 
quantities of flatus. His laboratory data are also well 
within normal limits. —Harold Laufman, M.D. 


Five Years of Conservative Treatment of Acute Ap- 
pendicitis. Cotprey. 7. Internat. Coll. Surgeons, 
1959, 32: 255. 


Durinc 1953 through 1957, 471 patients with acute 
appendicitis were treated nonoperatively at the Roth- 
erham Hospital, Rotherham, England. Nonoperative 
treatment includes bed rest, limitation of oral intake 
to water, and various antibiotics. If vomiting is 
marked, gastric suction and intravenous fluids are 
utilized. In patients with appendiceal abscess a wait- 
ing policy is adopted until the abscess either comes up 
to the abdominal wall or can be palpated as a bulge 
in the pelvis. In the former case, when the percussion 
note is dull, the patient is placed under general anes- 
thesia, and a wide bore needle is passed through the 
abdominal wall until pus can be aspirated. A stab 
incision is made with a scalpel along the needle; a 
large artery forceps is used to enlarge the stab; the pus 
is evacuated; and a small drainage tube is inserted. 
Pelvic abscesses are drained through the rectum. 

During this 5 year period of nonoperative manage- 
ment of acute appendicitis, 471 patients were observed 
and there was 1 death. During this same period, 609 
appendectomies were performed for acute appendi- 
citis of less than 24 hours’ duration, for recurrent or 
chronic appendicitis, or during the course of operation 
for other conditions. There were no deaths in those 
patients on whom operation was performed. 

Coldrey states there were four reasons for operative 
intervention in this study: (1) the patient or doctor 
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preferred operation; (2) there was some doubt about 
the diagnosis; (3) mechanical obstruction supervened; 
or (4) an appendiceal abscess failed to resolve. The 
author states that, if an appendectomy is to be per- 
formed, it is better carried out during a quiescent 
period, as this minimizes the postoperative risks. Dis- 
advantages of nonoperative treatment are difficulty of 
diagnosis and prolongation of the period of therapy. 

The author concludes that within the abdomen 
acute cholecystitis and acute salpingitis are amenable 
to conservative treatment and believes that acute ap- 
pendicitis is amenable to conservative treatment also. 

—Gilbert S. Campbell, M.D. 


Volvulus of the Cecum or Right Colon. Davip B. 
Hinsuaw. Ricuarp Carter, and EuGENE J. JOERGEN- 
son. Am. 7. Surg., 1959, 98: 175. 


VOLVULUs OF THE CECUM, a most treacherous condi- 
tion, can be divided into two essential types: the acute 
fulminating and the acute obstructive. The difference 
is based primarily on the tightness of the twist and 
the degree of compression of the blood supply. When 
luminal obstruction predominates, the obstructive 
picture predominates. When the blood supply is 
occluded early, an acute abdominal emergency oc- 
curs, with peritonitis and shock as prominent features. 
Gangrene of the bowel and mortality are the highest 
in this group. Recent surgery, pregnancy, and dietary 
extremes may predispose to this condition, and other 
associated abdominal conditions may be present. 

Treatment of the acute fulminating variety of 
volvulus is hemicolectomy, because gangrene will be 
present in over 60 per cent of these cases. Simple 
cecostomy is the procedure of choice in the acute 
obstructive type and for patients in whom no gangrene 
or in whom only focal gangrene is present. This will 
not only relieve the obstruction but also fix the 
cecum, thereby removing the possibility of recur- 
rence. 

Early intervention must be considered as the most 
reliable method of relieving this condition, but be- 
cause of the often unsuspected nature of the disease 
there is still a high mortality, in this series 35 per cent. 

—Harold M. Unger, M.D. 


Injuries of the Colon (Heridas de colon). ALBERTO 
ALLS and Boris Asiner. Bol Soc. cir. Uruguay, 1958, 
29: 383. 


THE AUTHORS PRESENT a series of 9 cases of patients 
with injuries of the colon treated on the emergency 
services of their various hospitals. Their series includes 
patients ranging from 20 to 60 years of age, injuries by 
both bullets and knives, patients treated from 30 min- 
utes to 6 hours after their injuries, and colon injuries 
with various associated complicating injuries. The 
average hospitalization in the series was 9 days. 

Prognosis is based upon the type of injury, the lo- 
cation of the point of entrance and the trajectory, the 
extent of internal damage, the location of the injury 
in the colon with reference to the level as well as its 
relation to the mesentery, the associated internal in- 
juries, the stage of digestion at the time of injury, the 
type of repair necessary, and, finally, the age and con- 
dition of the patient. 

—W. Foster Montgomery, M.D. 
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TABLE I.--RESULTS IN 24 CASES OF HIRSCHSPRUNG’S DISEASE 


Age. 


_—Treat. t Results. 


No. of 


Diagnosis patients M F 14 yrs. yrs. 


Primary megacolon 
Hirschsprung’s disease 14 
Megadolichocolon 6 
Secondary megacolon 
Congenital rectovaginal 
fistula 1 

Cicatricial constriction 
after atresia of the rec- 
tum 


Posttraumatic constric- 
tion of the rectum 1 1 _ 


Totals 24 18 6 5 


Hirschsprung’s Disease. (‘ext in Russian), M. S. 
Raevsky. Ahirurgia, Moskva, 1959, p. 80. 

CONSERVATIVE TREATMENT under the joint supervision 
of an internist and surgeon is recommended for pa- 
tients with aganglionic megacolon and those with 
megadolichocolon up to the age of 4 years. Impair- 
ment of growth or development or an increase in the 
severity of chronic intoxication indicates surgical in- 
tervention after the child is 4 years old. The clinical 
observations and operative results make resection of 
the spastic rectosigmoidal zone the operation of 
choice. The results in a series of 24 cases are shown in 
Table I. — Sidney Smedresman, M.D. 


Megacolon in Children and Its Surgical Treatment. 


(Text in Russian). U. F. Isaxov. Ahirurgia, Moskva, ’ 


1959, p. 75. 


From 1953 to 1958, 56 boys and 16 girls aged 1 month 
to 14 years were observed. Hirschsprung’s disease was 
diagnosed in 59 children; megadolichocolon in 10; 
and secondary megacolon in 3. 

Cure was exceedingly rare when conservative 

measures were employed. Thirty-one of the children 
were operated on by the Grekov-Swenson-Petit 
method after 1954. There were 2 deaths attributable 
to peritonitis after partial dehiscence of the anastomo- 
sis. 
Follow-up of from several months to 4 years re- 
vealed that 27 of 29 children had a regular, well- 
formed stool. The children were well developed, ac- 
tive, and healthy. Complications in the form of con- 
strictions due to scar tissue formation in the region of 
the anastomosis arose in 2 children. The constrictions 
were relieved by prolonged treatment with sounds. To 
avoid this complication the anastomosis is now carried 
out at an oblique angle. —Sidney Smedresman, M.D. 


The Pathologic Basis of the Radiologic Changes in 
Ulcerative Colitis. A. P. Dick, F. R. Berrince, and 
M. J. Grayson. Brit. J. Radiol., 1959, 32: 432. 


‘THE INCREASING USE of colectomy for the treatment of 
ulcerative colitis provided the authors with an oppor- 
tunity for a detailed comparison between the roent- 
genographic picture prior to operation and the morbid 
anatomy of the excised specimen. 

Ten cases of ulcerative colitis were so studied. The 
presence of roentgenographic narrowing was associ- 
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ated with severe submucosal fibrosis. On the other 
hand, submucosal fibrosis was found without narrow- 
ing. The finding of a smooth contour on contrast 
study after barium enema of itself gave no indication 
of the presence of an abnormality. However, the 
postevacuation film was found to be far more in- 
formative in indicating abnormalities of mucosal 
patterns, haustral absence, and abnormal bowel 
caliber. The reticular pattern seen on barium enema 
examination is produced by barium lying in the 
small ulcers between remaining islands of mucosa or 
small pseudopolyps. Large pseudopolyps produce 
translucencies on the barium enema roentgenogram 
and a honeycomb surface pattern in the postevacua- 
tion film. Double contours indicate acute inflamma- 
tion with areas of denuded mucosa. 
—Alan Thal, M.D. 


Malignant Neoplasms of the Colon and Rectum in 
Young Persons. J. W. JOHNSON, Epwarp S. Jupp, and 
Davw C. Dautin. Arch. Surg., 1959, 79: 365. 


A sERIES of 222 histologically proved malignant neo- 
plasms of the colon and rectum in persons aged 16 
through 29 years encountered in a 30 year period in 
the Mayo Clinic has been studied. Of these, 169 were 
the cases of patients with adenocarcinoma without as- 
sociated ulcerative colitis or multiple polyposis. 

Our study indicates that, aside from adenocarcino- 
ma, malignant lesions are uncommon in youth. The 
“small cell” cancers also are extremely rare lesions, 
and the fact that the 2 patients with these high grade 
cancers, one of which had produced metastatic dis- 
ease in the mesenteric lymph nodes, were still alive at 
the end of 10 and 13 years is remarkable. 

Analysis of the clinical characteristics of the 95 cases 
of adenocarcinoma in which resection was performed 
disclosed no features different from those of older 
groups, although pain appeared to be a more pre- 
dominant symptom. The location of the lesions 
throughout the colon seems about the same in the 
younger and older patients except that the rectum 
was involved less frequently in the ‘younger group. 
The incidence of higher grade lesions, according to 
Broders’ classification, and of lymph node involve- 
ment—type C, Dukes’ classification—was found to be 
distinctly higher in the youthful patients than in older 
ones. 
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The surgical mortality rate was definitely lower for 
younger patients, especially in the final half of the 
period studied. 

Two patients whose lesions were considered inoper- 
able because of local fixation were given irradiation 
therapy; they are now living 18 years and 20 years 
after treatment. 

The fact that 20 patients are living from 10 to 29 
years after resection for adenocarcinoma suggests that 
there is some hope for these young patients. Two of 
the youngest in the group, 16 years old when first 
treated, are still living 10 and 14 years after resection. 
Two patients aged 20 years at the time of resection are 
now living 19 and 24 years later. 


Cancer of the Left Side of the Colon, Including the 
Sigmoid, the Rectosigmoid Junction, the Rectum, 
and the Anus (CAncer do célon esquerdo). WALTER 
GenTILE de MEL Lo. Rev. brasil. cirurg., 1959, 37: 565. 


THE AUTHOR presents an extensive report on 113 pa- 
tients with carcinoma of the left side of the colon, the 
sigmoid, the rectum, and the anus who were studied 
and followed up from 1947 through 1957 at the De- 
partment of Proctology, Hospital dos Servidores do 
Estado, Rio de Janeiro, Brazil. 

There were 64 male and 49 female patients; 106 
were white, and 7 were Negro. The majority of pa- 
tients were over the age of 40. Only 20 patients were 
in the first three decades of life; 1 was 8 years old. 

There were 3 cases of carcinoma of the midportion 
of the transverse colon, 9 of the descending colon, 24 
of the sigmoid, 13 of the rectosigmoid junction, 56 of 
the rectum, and 8 of the anus and perianal area. 
Multiple lesions located in different segments of the 
colon were infrequently found. 

Signs and symptoms reported most frequently were 
hemorrhage in rectal cancer, constipation in cancer of 
the sigmoid and rectosigmoid junction, and pain in 
lesions of the left side of the colon and anus. 

Macroscopically, the carcinomas were classified as 
polypoid, vegetative, ulcerative, infiltrating ulcerative, 
stenosing infiltrative, and mixed. Stenosing carcino- 
mas were found at the segments above the rectum 
only. ‘he majority of tumors measured from 3 to 7 
cm. in diameter. One hundred tumors were studied 
microscopically; 77 were grades I and II and 23 were 
grades III and IV in the Broders’ classification. Ac- 
cording to the Dukes’ classification, 15 were grade A, 
28 were grade B, and 55 were grade C. 

Only 4 patients, 3 per cent, were considered in- 
operable. In 18 cases, 15.8 per cent, the tumor was 
nonresectable. All tumors that were movable were 
removed. There were 59 instances of metastasis to 
other viscera. The liver was the organ most fre- 
quently invaded, 13 cases, followed by the bladder, 
abdominal lymph nodes, inguinal lymph nodes, ad- 
nexae, uterus, lung, and greater omentum. 

Segmental colectomy was the procedure most fre- 
quently employed for lesions of the left side of the 
colon, sigmoid, and rectosigmoid junction. Ab- 
dominoperineal proctosigmoidectomy was most fre- 
quently performed for lesions of the rectum and anus. 
Most of the nonresectable cancers were treated by 
colostomy. Roentgenotherapy was used in 2 patients 
with epidermoid carcinoma of the anus. 
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There were 11 operative deaths, 9.7 per cent. The 
causes of death were peritonitis, myocarditis, broncho- 
pneumonia, intestinal obstruction, and electrolyte 
imbalance. Seventeen other patients died while in the 
hospital from carcinomatous cachexia and toxemia. 

Of the patients treated by surgery and traced there- 
after, there were 37, 37 per cent, who lived over 
a 3 year period. The percentage of survival was 
higher in vegetative carcinomas than in the ulcerating 
and infiltrating types. There was also a correlation 
between the microscopic grading of the tumor and the 
survival rate. Cancers above the rectum, most of 
which were treated with segmental resection, had a 
better prognosis than lesions of the rectum itself where 
abdominoperineal resection was employed. 

— Mansur Taufic, M.D. 


Cancer of the Rectum (Cancer de recto). GUALTERIO 
CrisTIANl. Prensa méd. argent., 1959, 46: 268. 


THE RESULTS of the last 10 years of experience in the 
treatment of cancer of the rectum at an oncologic in- 
stitute in Brazil have been presented. During that pe- 
riod 116 patients suffering from cancer of the rectum 
were treated, of whom 67, 57.6 per cent, were sub- 
mitted to radical surgery. To the remaining patients 
palliative medicosurgical treatment was given. A 
great majority of the 67 patients who had radical sur- 
gery were found to be in a rather advanced stage of 
the disease at the time of operation. 

The following data were obtained from this series: 
(1) the average age was 58 years with the highest in- 
cidence between ages 61 and 70; (2) the time lapse 
between the first symptom and the final diagnosis was 
8 months; (3) the average weight loss was 15 pounds; 
and (4) the symptoms were the same as currently 
described—rectal bleeding, diarrhea, and constipa- 
tion. Ninety-eight per cent of the lesions were adeno- 
carcinomas of which 65 per cent were of the poorly 
differentiated types. Lymphatic metastases were the 
most frequent form. Tumor was never found farther 
than 20 mm. caudad, but retrograde lymphatic me- 
tastases were found as deep as 5 cm. in 6 per cent of 
the patients operated upon. In the tumors located low 
and extending to the anal canal, inguinal metastases 
were found; for such patients a bilateral inguinal dis- 
section is recommended. In regard to venous metas- 
tases, it was found that in all patients in whom resec- 
tion could be performed no liver metastases could be 
demonstrated, but that in the other group of patients 
with far advanced cancer in whom no resection could 
be carried out, liver metastases was frequently found 
to be present. 

For the sake of treatment, the rectum is divided 
into three surgical portions: 

1. The intra-abdominal, composed of the distal end 
of the sigmoid colon and the proximal portion of the 
rectum above the peritoneal reflexion. For tumors in 
this locality an anterior resection is recommended. 

2. The pelvic portion, which is that part of the 
rectum not covered by peritoneum and lying between 
the third sacral vertebra and the anal canal. For these 
patients, the Miles procedure is recommended. If the 
tumor extends down to the anal canal, bilateral in- 
guinal dissection also should be performed 10 to 15 
days after the radical operation. 


264 International Abstracts of Surgery - March 1960 


3. The third group is composed of those whose 
tumors are located in an area 4 to 6 cm. long situated 
at the peritoneal reflexion. This special localization 
furnishes a really difficult situation for a surgeon’s de- 
cision; some factors such as the size of the tumor and 
lateral extension will, in some instances, help him in 
the selection of the procedure. 

For those patients with rectal bleeding who are 
having an exploratory laparotomy and in whom a 
radical procedure cannot be performed, ligation of 
the hypogastric arteries is recommended as a pallia- 
tive measure. This will stop the bleeding and give the 
patient a sense of being cured. 

— Rafael G. Sorrentino, M.D. 


The Treatment of Carcinoma of the Rectum by Radia- 
tion and Surgery (A propos du traitement du cancer 
du rectum. Place de la radiothérapie et de la chirur- 
gie. Statistique d’ensemble d’un centre anti-cancéreux). 
M. Darcent, J. and J. WiLLEME, Lyon. 
chir., 1959, 55: 481. 


Tuis stupy of the cases of 330 patients tabulates the 
results from radiation therapy and from surgery and 
defines the indications of each method separately and 
combined. 

Comparison of different therapies. Of the 330 patients 
251, 129 males and 122 females, had radical therapy. 
Seventy-nine patients were not operated upon, 3 re- 
fused, and 76 were inoperable. Four methods of 
therapy were studied. 

Local resection, considered to be inadvisable, was 
performed on only 2 patients with anal canal cancer. 

Contact radiation therapy was used for cancer of 
the anal canal and of the ampulla, generally situated 
low, and for 1 patient with cancer of the rectosigmoid 
junction. Six of 12 patients traced for 5 years had a 5 
year survival, and these 6 may be considered as cured. 
Contact radiation therapy appears to give excellent 
results in cases of early involvement, especially of the 
anal canal. 

Conservative surgery was performed for 46 of 56 
patients who were traced. Ten of them had abdom- 
inal resection with end-to-end anastomosis for recto- 
sigmoid cancer or high cancer. Forty-six had trans- 
anal resection or rectosigmoid resection with anocolic 
anastomosis. Recurrence and metastasis were very 
frequent. Conservative surgery never resulted in a 
cure but always resulted in diffuse recurrence or me- 
tastases. It is interesting to note that 5 of the patients 
who had recurrence 2 to 3 years after palliative roent- 
gen therapy showed 5 year survival. 

Radical surgery was performed by classic abdom- 
inoperineal resection with, in the last 3 years, pelvic 
lymphadenectomy. The results showed a little less 
frequency of recurrence and metastasis than in the 
preceding series. Of 46 patients traced for 5 years, 
27 showed recurrence or metastases during that pe- 
riod. Ten of the 13 patients with 5 year survival ap- 
peared to be cured, 3 had had treatment for recur- 
rence. Three of the 10 had recurrence in the sixth and 
the twelfth year, meaning that 7 can be considered as 
definitely cured. 

Sequellae and functional results. Limited excisions did 
not result in postoperative complications except for 
insignificant hemorrhages. Contact radiation very 


frequently caused painful reactions for 3 to 5 months, 
and generally there was an associated dysenteric syn. 
drome. The operative mortality was 7 of 179 for the 
first week, or 3.9 per cent, 25 of 179 for the first 
month, or 15 per cent. 

An analysis of this survey leads to two conclusions, 
Local excision and electrocoagulation, generally 
frowned upon, offer the same favorable results as con- 
tact radiation for limited lesions. For more extensive, 
still operable lesions conservative and radical surgery 
offer the same results. 

Therapeutic deductions. Some ideal and sure therapies 
preserve sphincter function and offer considerable 
chance of survival. 

Radiation therapy for lesions not larger than 2 cm, 
in diameter and without submucosal infiltration js 
applicable for lesions of the anal canal and especially 
of the ampulla. Surgical intervention would be satis- 
factory but necessitates a colostomy. 

Rectosigmoid resection in cases of high lesions that 
are still movable and without rectal infiltration should 
be applied for all lesions more than 9 cm. above the 
anus and should be performed by either abdominal, 
abdominosacral, or abdominotransvaginal approach. 
The mixed approaches are preferred because of per- 
mitting the sacrifice of a larger mucosal surface down 
below. 

Radical and mutilating therapies are used to avoid 
early recurrences. Abdominoperineal resection is the 
procedure of choice for large and infiltrating lesions, 
It may be extended to include pelvic lymphadenec- 
tomy, or restricted to a perineal or an abdomino- 
perineal transanal resection. 

Electrocoagulation is used for very old patients with 
infiltrating lesions of the anal canal or inferior ampulla 
which are too large to be treated by contact radiation 
and too small for perineal resection. This method can 
also be applied for the fortunately rare rectocolic 
polyposis with a malignant lesion of the colon for 
which, in view of functional sequelae and risks, the 
surgeon hesitates to decide upon resection of the 
rectum. — Max L. Smith, M.D. 


Imperforate Anus, Results in 63 Cases and Some 
Anatomic Considerations. Joun E. S. Scorr and 
Orvar Swenson. Ann. Surg., 1959, 150: 477. 


THIs ARTICLE discusses the long term results in the 
cases of 63 patients with imperforate anus treated 
at The Boston Floating Hospital, Boston, Massa- 
chusetts. Anatomic studies of this deformity are also 
presented. 

The most important feature in imperforate anus 
is the level of development of the rectum and its 
relation to the levator ani. The external anal sphincter 
develops independently of the rectum but is poorly 
formed if the proctodeum is absent. The levator ani 
muscle is important because its central portion, the 
puborectalis, can act as a sphincter if the bowel 
passes through it. If the bowel ends at a high level 
the major part of the rectum responsible for producing 
rectal sensation is absent, and this is normally one 
of the important features of the defecation reflex. 

In this study, the pelves of 9 normal individuals and 
of 4 patients with high imperforate anus were dis- 
sected and compared. Findings in the normal pelvis 
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were similar to Michell’s, with the exception that 
no contribution to the pelvic plexus from the second 
sacral nerve was found in any of the specimens. In the 
normal individuals the seminal vesicles, the bladder 
base, and the posterior surface of the prostate were 
particularly well endowed with nerve fibers and 
ganglion cells. The 4 abnormal pelves had one recto- 
urethral fistula and one rectovesical fistula, 1 had no 
fistula, and 1 had complete colonic agenesis with a 
cecovesical fistula. The pelvic plexus was closely 
applied to the undersurface of the bladder and was 
deficient posteriorly in these cases, although many 
fibers travelled up to supply the region of the fistula 
and terminal bowel. The pelvic nerves of the two 
sides were also closer together than normal. 

The patients in this series were divided into 2 
groups termed high level, in which the bowel ended 
on or above the pelvic floor, and low level, in which 
it passed through the pelvic floor. The low level 
cases were classified as stenosed anus, covered anus, 
and ectopic anus. Those in the high level group 
usually did not have an external bowel opening. 

Thirty patients in this series were categorized as 
high level and 33 as low level. Half of the high level 
patients were treated by abdominoperineal ano- 
plasty, and all but 3 of the remainder by a perineal 
operation. There was a 56 per cent incidence of 
complications in high level patients operated on 
perineally. The low level patients were treated by 
enlargement of the posterior anal margin or complete 
posterior anal transplant. 

There were seven deaths in the high level group, 
| patient was untraced, and 3 were too young to 
evaluate. Of the 19 remaining patients, 4 had good 
results, 2 moderate results and 13 bad results. In 
the low level group there was one death, 4 untraced 
patients, and 9 too young to evaluate. The 19 re- 
maining patients showed 17 good results, one moder- 
ate, and one bad. This represents 89 per cent good 
results in the low level cases as opposed to 68 per 
cent bad results in the high level group. 

The importance of careful postoperative follow-up 
is also discussed, which will prevent distressing com- 
plications caused by neglect. The report is illustrated 
with pictures of the pelvic dissections in the normal 
as well as the abnormal pelves. 

—David E. Hallstrand, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
SPLEEN 


Roentgenographic Aids in Diagnosis of Neoplasms of 
Liver and Extrahepatic Ducts. Joun A, Evans and 
ZuHEIR MujaHED. 7. Am. M. Ass., 1959, 171: 7. 


THE DIAGNOSTIC VALUE of roentgenographic methods 
in neoplasms of the liver and the extrahepatic biliary 
tracts is relatively low. The significance of the study 
of plain abdominal films, combined with gastro- 
intestinal series, pyelograms, or other roentgeno- 
graphic examinations, is often helpful. Fixed filling 
defects caused by outside pressure on another organ 
are valuable evidences of tumor, and may be indica- 
tion for cholecystectomy. The success of oral chole- 
cystography depends on the presence of good liver 
lunction, Operative or postoperative cholangiogra- 
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phy is sometimes helpful. It is dependent on careful 
and very precise methods. 

Opacification techniques for examination of the 
liver have not been found to be simple or com- 
pletely safe. However, new techniques of intravenous 
and percutaneous transhepatic cholangiography now 
provide useful information regarding invasion of the 
bile duct. — Miriam Miller, M.D. 


Surgical Treatment of Hepatic Cirrhosis (Trata- 
miento quirtirgico de la cirrosis hepatica). 
Soeto Saez. Cirugia, Madrid, 1959, 5: 32. 


A COLLECTIVE REVIEW of the complex problem of 
hepatic cirrhosis and portal hypertension is presented. 

The etiology and classification of cirrhosis followed 
by the author is somewhat complicated and is differ- 
ent from the present ideas followed in American 
medicine. 

There is a review on anatomy and physiology of 
the liver and portal system, a good section on changes 
of hepatic and portal circulation in cirrhosis, and a 
detailed description of the syndrome of portal hyper- 
tension. 

The medical treatment is mentioned briefly, and 
finally a long chapter on surgical treatment of portal 
hypertension is presented, including the well recog- 
nized procedures and a few others that are not so 
generally accepted. — Jaime Barcena, M.D. 


Cholecystostomy, a Modern Reappraisal. Roserr S. 
Boyp. Virginia M. Month., 1959, 86: 528. 


THE AUTHOR discusses the value of cholecystostomy in 
certain selected cases of acute cholecystitis in an older 
age group of patients. These patients have a palpable 
gallbladder and one or more other medical conditions. 
If cholecystectomy were attempted as an initial pro- 
cedure, there would undoubtedly be an increase in 
the over-all morbidity and mortality rate. 

The author performs cholecystostomy with the pa- 
tient under local anesthesia. He makes a small incision 
and uses a small caliber tube for drainage. He believes 
this procedure results in negligible mortality and 
morbidity and does not subject the patient to com- 
plications, such as the pain incident to a large ab- 
dominal incision. 

The results reported have been satisfactory even in 
patients with stones and the procedure seems justified 
in selected cases. — John 7. Hudock, M.D. 


Complications of Gallstones. Prerpont F. Brown, JR., 
and Prerce K. Drxon, Jr. J. M. Ass. Georgia, 1959, 
48: 455. 


Tuts stupy is based on 237 consecutive cholecystec- 
tomies performed in a 6 year period. One hundred 
fifty-seven of these were elective procedures and 80 
were emergency cholecystectomies for acute chole- 
cystitis. All of the patients with acute cases had the 
serious complications of gallstones; but, in addition, 
many of the electively treated patients presented 
important complications such as common duct stones 
and enteric fistulas. Of the 237 patients, 80 had acute 
cholecystitis at the time of surgery, 7 had perforations 
of the gallbladder, 50 required common duct explora- 
tion by which 30 stones were found, 8 had pancreati- 
tis, 2 had empyema of the gallbladder, 3 had cholecys- 
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toduodenal fistulas, 1 had a cholecystoepidermal 
fistula, 1 had multiple liver abscesses, 3 had cholangi- 
tis, and 4 had carcinoma. 

The mortality was 5 per cent in the emergency 
cholecystectomies and zero in the elective cases. Three 
of the four deaths occurred in patients over 65 years 
of age, and almost 50 per cent of the acute cases were 
in patients 65 years of age or older. 

The interpretation of the facts presented in the 
paper indicate that early cholecystectomy should be 
considered seriously in every case of cholelithiasis and 
should be carried out prior to the development of the 
biliary tract complications. 

—Gordon Madding, M.D. 


Internal Drainage of the Common Bile Duct. L. I. 
Burt. Med. 7. Australia, 1959, 2: 282. 


INTERNAL DRAINAGE of the common bile duct may be 
achieved by creating an internal fistula between the 
common bile duct and the duodenum. This pro- 
cedure has been described as a choledochoduodenos- 
tomy and consists of a side-to-side anastomosis be- 
tween the duct and the duodenum. The author’s in- 
dications for this procedure are: (1) biliary calculi; 
(2) pancreatitis with obstruction; (3) carcinoma of 
the head of the pancreas, as both a palliative pro- 
cedure and the first stage of a 2 stage procedure; and 
(4) stricture. 

The author makes the point that the procedure 
will rarely be called for except in patients who have 
a dilated common bile duct. Details of the operation 
are described briefly, as follows. An incision is made 
in the common bile duct, obliquely. The length of 
the incision should equal half the circumference of 
the common bile duct. The incision in the duodenum 
is made parallel to that in the duct, so that the two 
openings fall naturally together. In length it should 
equal that of the opening in the common bile duct. 
The anastomosis is made with interrupted sutures of 
No. 0 catgut or chromicized catgut which the author 
believes is preferable to silk, the latter being trouble- 
some in an infected field. The mucosa of the duo- 
denum is picked up as is the full thickness of the 
common bile duct and approximated with inter- 
rupted sutures until the angles are reached, when 
the anastomosis is completed anteriorly by picking 
up full thicknesses of both. Continuous suture is 
avoided because of the purse-string effect and conse- 
quent narrowing. 

There is nothing remarkable about the presen- 
tation save for the freedom with which the operation 
is used by the author. He feels that this procedure, 
in spite of the original fears and opposition, is com- 
ing more and more into-use. 

—Gordon Madding, M.D. 


Long Term Functional Results of Transduodenal 
Papillotomies and Sphincterotomies in Biliary Sur- 
gery (Enquéte sur les résultats fonctionnels éloignés 
des papillotomies et sphinctérotomies transduodénales 
en chirurgie biliaire), P. MALLET-Guy, G. CourTIEu, 
P, JACQUEMET and, S. Cuars. Lyon chir., 1959, 55: 523. 


Turs srupy is an evaluation of long term results after 
papillotomies and sphincterotomies in 250 patients 
who had such interventions between 1942 and 1959. 


One hundred and five of the patients were followed up 
for periods of 10 years or longer; 31 had had papil- 
lotomies and 74 sphincterotomies. 

The results of papillotomy and removal of only a 
calculus from the ampulla in patients with a normal 
sphincter have been clinically excellent in 28 of 3] 
patients, with total disappearance of all symptoms, 
pain, digestive troubles, and dietetic restrictions. Al 
3 patients who were failures have been reoperated 
on, 2 for secondary choledochal lithiasis after 6 and 
10 years, and 1 for an ill defined obstacle of the 
pancreatic duct opening. 

Sixty-seven of the 74 patients with sphincteroto- 
mies showed favorable results, perfect in 50, good 
in 13, except for the necessity of a continued diet, 
and in 4 showing improvement except for persistence 
of certain troubles and pains not necessitating active 
therapy. Of the seven failures two complete failures 
were due to errors of indication. One patient had a 
painful recurrence of secondary cholelithiasis, the 
gallbladder having been left in place, 8 years after 
perfect cure. 

There were four unsatisfactory results. Two pa- 
tients were reoperated on, one 6 months, the other 7 
years after cure, for a secondary choledochal calcu- 
lus, and the interesting point is that in the second 
patient the reintervention revealed a state of sphinc- 
teral hypotonia with choledochal dilatation believed 
to be responsible for the precipitation of calculi. ‘The 
other 2 patients have not been reoperated on. The 
cure remained perfect for 6 years, after which they 
had recurrence of choledochal symptoms, and intra- 
venous cholangiography revealed considerable chole- 
dochal dilatation. 

In summary, of a total of 105 patients having 
classical” papillotomies and sphincterotomies fol- 
lowed up for periods of from 3 to 15 years, 95 showed 
favorable results—78 perfect, 13 good, and 4 im- 
proved—and 10 were unsatisfactory. 

Duodenographic findings never revealed reflux 
in the long term studies after transduodenal sphinc- 
terotomy or papillotomy; nevertheless, additional 
duodenal roentgenography including Liotta’s tech- 
nique of hypotonic duodenography was used to rule 
out any possibility of reflux. Fourteen patients were 
studied. No reflux into the biliary or pancreatic 
tracts was revealed in patients who had been op- 
erated on 6 or more years before. 

The authors make the following recommendations: 

In case of an impacted stone, after failure of descend- 
ing catheterization, minimal opening of the papilla 
is the procedure of choice. 

In sphincter disease without choledocholithiasis, 
sphincterotomy is indicated according to the degree 
of stenosis, with the aim of reconstitution of a normal 
barrier between the choledochus and the duodenum 
in these patients. 

If, after removal of choledochal calculi, consider- 
able dilatation of the common bile duct persists, 
partly because of sphincter sclerosis and partly be- 
cause of infection of the choledochal wall which has 
become aperistaltic, it is preferable to make a supra- 
duodenal anastomosis. In these cases, with the chole- 
dochus remaining atonic, papillotomy appears to be 
unsuccessful. — Max L. Smith, M.D. 
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Contribution to the Study of Papillary Cystadenomas 
of the Pancreas (Contribucion al estudio de los cis- 
toadenomas papiliferos del pancreas). Ketvin HErR- 
rERO DucLtoux and Jorce Martinez. Bol. Soc. cir. 
B. Aires, 1959, 43: 145. 


{HE AUTHORS present detailed case reports on 5 
cystadenocarcinomas of the pancreas which they 
treated. This condition is rare—Babcock states that 5 
per cent of pancreatic cysts are malignant; Maingot 
puts the figure at 10 per cent. Priestley has said that 
cystadenocarcinomas are of low malignancy. The 
authors’ experience would seem to confirm this im- 
pression. ‘here was little correlation between the 
histologic interpretation of these tumors, most of 
which looked highly malignant, and their prolonged, 
benign clinical course. Only 1 of the patients (a 70 
year old woman) had resection of the whole tumor, 
and she died 18 hours postoperatively of hemorrhage. 
The other 4 had a variety of procedures, including 
imple biopsy or drainage, and lived for 10 to 15 years. 

Three of these tumors were in the head and body of 
the pancreas, 2 were in the tail. They were multi- 
loculated and cystic, and the diagnosis of malignancy 
hinges on digress of anaplasia and mitotic figures in 
the papillary epithelial cells which make up the walls 
of these cysts. The authors compare them in their 
histologic aspects and clinical behavior to papillary 
carcinomas of the thyroid. 

As a result of their experiences, the authors con- 
clude that the treatinent of choice today, assuming a 
diagnosis of malignancy proved by biopsy and frozen 
section, is surgical extirpation. This is certainly true 
for tumors arising from the body or tail of the pan- 
creas. For those in the head of the pancreas, however, 
surgery is difficult and dangerous and carries a high 
mortality. Here is the dilemma of the surgeon—to 
leave a tumor which might be already malignant or 
become malignant—or to resect at great risk and find 
abenign tumor which the patient could have lived with 
for years. 

Palliative treatment is based on the known benign 
clinical course of most of the cystadenomas and 
cystadenocarcinomas. The cyst can be anastomosed to 
aneighboring hollow viscus (stomach, duodenum, or 
jejunum) or marsupialized. The authors do not dis- 
tinguish clearly between cysts and pseudocysts, but 
they do make the following points: 

1. Cystadenomas and cystadenocarcinomas are 
more common than suspected; many a persistent 
pancreatic fistula may be due to an underlying tumor. 

2. Many pseudocysts in reality may be cystade- 
nomas. The reported series have little histologic 
material. 

_The patients all had palpable abdominal masses, 
tither in the epigastrium or in the left flank, when they 
were admitted. Symptoms usually were of discomfort 
{rom the mass, also nausea and vomiting, sometimes 
over a long period. Intravenous pyelography re- 
vealed one or both kidneys displaced downward, and 
barium swallow examination revealed the stomach 
displaced upward. One patient lived 16 years after a 
biopsy only, another 13 years after drainage, and 
another 11 years. The one patient who had an extirpa- 
ton of the tumor died 18 hours later. 

— William B. Gallagher, M.D. 
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Pancreatic Surgery. Kenneth W. WarrREN and 
Ricuarp B. V. England J. M., 1959, 261: 
280, 333, and 387. 

PROGRESS IN THE UNDERSTANDING Of pancreatic disease 

has been slow. This article assesses the work that has 

been done in this field to date. 

Heterotopic pancreatic tissue most frequently in- 
volves the stomach, duodenum, or jejunum, but also 
has been found in such areas as Meckel’s diverticulum, 
the gallbladder, the mesentery, the omentum, and 
even in the mediastinum. At surgery, it may be mis- 
taken for peptic ulcer but if the surgeon is aware of 
this lesion, he can excise it locally, verify the diagnosis 
by microscopic study, and limit his operative proce- 
dure accordingly. Any disease of the pancreas may 
occur in the aberrant tissue. Hence, in a search for 
islet cell adenoma, it is important to remember that 
the tumor may reside in a pancreatic heterotope. 

Annular pancreas is a rare lesion. If the associated 
duodenal atresia is severe enough, vomiting will occur 
soon after birth and surgical relief is preferably by 
duodenojejunostomy. If atresia is not marked, the 
lesion may go undiscovered until adulthood, when 
ulceration of the duodenum is the most common 
manifestation that draws attention to it. Surgery 
should be directed toward the ulcer only; most deaths 
recorded have been in patients who had surgical at- 
tack on the annular segment. 

The cause of acute pancreatitis is unknown. Most 
investigations have been related to the effect of bile 
on the pancreatic ducts in the ““common channel” 
theory, the effect of pancreatic duct obstruction, or 
the role of bacterial toxins. Diagnosis of this condition 
is dependent mainly on clinical observation of the 
patient and the laboratory observation of increased 
serum or urinary amylase. The symptom chronology 
is important in suspecting the presence of pancrea- 
titis and treatment is nonsurgical. Fluid and elec- 
trolyte balance is carefully maintained, and during 
the period of hemoconcentration, serum albumin is 
used. Though pancreatitis is not a bacterial disease, 
large doses of parenteral antibiotics are used to pre- 
vent the bacterial invasion that is nearly always 
present in fatal cases. Data on the use of cortisone are 
conflicting, and there is a lack of evidence to support 
its use as a routine measure. In the desperate case with 
pancreatic necrosis, it may be used. 

When laparotomy is performed in cases with mis- 
taken or doubtful diagnosis and acute pancreatitis is 
found, the choice of procedure depends on the severity 
of the pancreatitis and the presence of biliary tract 
disease. If there is mild pancreatic edema, and there 
are stones in the gallbladder, cholecystectomy is per- 
formed. If the pancreatic disease is more advanced, 
cholecystostomy and removal of stones is carried out. 
If the biliary tree is distended but no stones are 
present, cholecystostomy is performed. If there is pan- 
creatitis with a normal biliary tract, the abdomen is 
closed without drainage. 

Postoperative pancreatitis occurs most often after 
subtotal gastrectomy or biliary tract surgery, al- 
though it may occur after almost any operation. It 
carries a mortality of 50 per cent or more and the 
diagnosis is frequently not made until postmortem. 
This disease usually strikes within 24 to 36 hours after 
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major surgery, in contrast to peritonitis which usually 
becomes manifest after 2 or 3 days. The first sign may 
be tachycardia out of proportion to the temperature. 
Perspiration, persistent ileus, and shock may be prom- 
inent features. Heroic and aggressive treatment is 
indicated for this frequently fatal complication, using 
the measures previously described for acute pancrea- 
titis. 

A significantly common pathologic manifestation 
of chronic relapsing pancreatitis, in the authors’ ex- 
perience, is the presence of partial or complete ob- 
struction of one or both main pancreatic ducts. The 
controversy regarding the surgical treatment of this 
disease has resulted in a great variety of procedures 
being tried and advocated. One of the first surgical 
measures is to correct any associated biliary tract 
disease. In those patients still not relieved, sphincter- 
otomy is often performed, with varying degrees of 
success reported. The authors favor sphincterotomy 
combined with a direct surgical procedure aimed at 
relief of the pancreatic duct obstruction. Usually this 
consists of intubation and retrograde dilatation of the 
ducts. They report good results in 70 per cent of 
patients treated in this fashion. 

Cysts of the pancreas vary greatly in etiology, size, 
and location. In a series observed at the Lahey 
Clinic, there were 65 pseudocysts, 35 retention cysts, 
and 18 were either neoplastic or secondary to malig- 
nant disease. Surgical management varies according 
to the individual problem. If feasible, the cyst should 
be excised. If resection is not feasible, the cyst is 
opened, drained, and the inner surface inspected for 
neoplastic elements. Then a de Pezzer catheter is 
sutured into it and the abdomen closed. The catheter 


is left in place until drainage is minimal, and is then 


removed. Internal drainage by anastomosis to the 
bowel has had many advocates, but usually excision 
or external drainage is the procedure of choice. 

Blood sugar determinations after 36 hours of fasting 
are stressed as being more significant in the diagnosis 
of islet cell adenoma hyperinsulism than glucose tol- 
erance curves. If hypoglyemia is still not present, care- 
fully supervised exercise may precipitate an attack 
and verify the diagnosis. Repeated convulsions may 
lead to central or peripheral nervous system degenera- 
tion in these patients if diagnosis is not made and the 
condition corrected. In surgical explorations for hy- 
perinsulinism, an adenoma will be found in approxi- 
mately 75 per cent of cases. In 10 per cent, the 
adenoma will be multiple and in 2 per cent it will be 
ectopic. 

One hundred and eighty-two cases of resectable 
carcinoma of the pancreas or periampullary area have 
been seen at the Lahey Clinic. Biopsy of the pancreas 
is rarely performed because the diagnosis can more 
safely, and sometimes more accurately, be made on 
the basis of gross operative findings. Radical resection 
is rarely indicated in the patient with primary ductal 
carcinoma of the head of the pancreas. The survival 
rate is extremely low. By comparison, progressively 
better 5 year survival rates are achieved with radical 
resection of carcinoma of the common bile duct, of the 
duodenum, and of the ampulla of Vater, so resection 
is indicated in these lesions if there is no gross evidence 


of spread. Favorable results may follow resection of 


even very large cystadenocarcinomas and islet cell 
carcinomas of the pancreas. These may occasionally 
require total pancreatectomy. Total pancreatectomy 
does not increase the survival rate in ductal carcinoma 
of the pancreas. —Stanley W. Tuell, M.D. 
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GYNECOLOGY 


UTERUS 


erosalpingography and Kymographic Registra- 
of Prubal Peristalsis e 
registrazione chimografica della peristalsi tubarica con 
un apparecchio universale per I.U.T. e I.S.G.). 
AurELIO and ALESSANDRO BaRBanti. Minerva 
med., Vor., 1959, 11: 401. 


THE AUTHORS describe an apparatus that consists of 
a plastic cannula with two outlets: one outlet is for 
the production of suction and the other is both for the 
injection of the contrast medium for the hystero- 
salpingographic examination and for insufflation of 
the CO, gas. 

The chief advantage of this cannula is the suction 
cup at the uterine end which is designed to hold the 
uterine cervix firmly, eliminating the necessity for 
tenacula. This provision makes it possible to obtain 
an unobstructed view of the entire uterotubal tract and 
particularly of the endocervical portion. 

The kymographic constituent of the apparatus 
consists of the instrument for graphically reproducing 
the tracing of the gas (CO,) pressures during the in- 
suffation. ‘The introduction pressure of the gas is con- 
trolled by a special decompression chamber, so that 
any variations in the tracing must be ascribed to 
peristaltic or spasmodic contraction of the uterine 
tube, or tubes. 

The complete examination consists of a preliminary 
insufflation test, followed immediately by the hystero- 
salpingographic-exposure, then by a second insuflla- 
tion and a final roentgenographic exposure (‘‘sand- 
wich” method) in which the distribution of the contrast 
medium in the peritoneal cavity produced by the 
second insufflation is observed. Oily iodine prepara- 
tions can thus be used for demonstrating tubal per- 
meability. 

Having used this apparatus on uterine specimens 
obtained at operation and on rubber phantoms of the 
uterotubal system, the authors believe that they have 
disproved the claims of Stabile that the variation in 
pressure during the classic insufflation procedures may 
result from the contractions of the uterus, rather than 
those of the tubes. 

The change from hysterosalpingography to in- 
suflation is accomplished by simply detaching the 
syringe with the contrast medium and attaching the 
tube from the gas insufflation chamber. This provides 
avery simple technique for the two tests which can 
easily be performed in the physician’s office. 

— John W. Brennan, M.D. 


Endometrial Polyps, Their Diagnosis at Curettage. 
Epmunp W. OverstreEET. Obst. Gyn., 1959, 14: 394. 


THE IMPORTANCE of recognizing endometrial polyps 
during the performance of uterine curettage is ob- 
vious. The foremost reason is that failure to make the 
diagnosis may leave abnormal uterine bleeding un- 
explained. Correction of bleeding caused by polyps 
requires their thorough removal from the uterine 


cavity. Recurrent bleeding resulting from persistence 
of unrecognized polyps after curettage may lead to 
unnecessarily radical therapy. Endometrial polyposis 
is a common gynecologic disease. 

The routine use of a new polyp forceps is advised. 
The following precautions are also essential: use of 
the polyp forceps upon completion of cervical dilata- 
tion and prior to any curettage to avoid fragmenting 
small endometrial polyps into unrecognizable shreds; 
thorough exploration of the uterine cavity with the 
polyp forceps; separate fixation and imbedding of 
tissue thus obtained, not mixed with uterine curet- 
tings. Only by this means can the pathologist have 
adequate opportunity to recognize endometrial 
polyps. —John R. Wolff, M.D. 


Incidence of Endometriosis in 201 Uteri Removed at 
Operation (Rilievi sull’incidenza dell’adenomiosi in 
201 uteri di provenienza operatoria). B. ANtocr and 
C. Napin. Minerva gin., 1959, 11: 361. 


IN THE PRESENT REPORT the authors considered only 
cases of internal endometriosis, owing to the fact that 
the uteri were examined after surgical removal. 

Endometriosis was present in 19.4 per cent, or 39 of 
the 201 uteri studied. The age of the patients was be- 
tween 26 and 66 years or more, and according to the 
age group the peak of incidence, with 25.7 per cent 
or 31 uteri, was between 41 and 55 years. The disease 
was encountered in 24.8 per cent, or 33 patients in 
the childbearing period and in 12 per cent, or 16 
menopausal women. The incidence of the disease 
was 147 uteri, or 19.7 per cent, in women who had 
been pregnant, as opposed to an incidence of 4 uteri, 
or 12.1 per cent, in women without a previous preg- 
nancy. In the group with endometriosis a history of 
abortion was present in 36.3 per cent of the cases, or 
12 uteri, whereas in the group without endometriosis, 
history of an abortion was present in 30 per cent of 
the patients, accounting for 44 uteri. Dilatation and 
curettage or other surgical procedures were performed 
for 39.6 per cent of 39 patients with endometriosis. 

The relationship between endometriosis and other 
diseases of the uterus was as follows in the present 
series: fibromyomatosis showed an incidence of 47.7 
per cent in the entire series and of 70.9 per cent in 
the 39 uteri with endometriosis; and glandulocystic 
hyperplasia showed a total incidence of 22.3 per cent 
and an incidence of 38.4 per cent in the uteri with 
endometriosis. 

This association might offer a further support to 
the endocrine theory of the genesis of endometriosis. 

— Maria Serratto, M.D. 


Routine Circumcision of Newborns, with Thoughts 
on Cancer Prophylaxis (Ueber erste Erfahrungen mit 
der routinemaessigen Beschneidung des Neugeborenen 
in Deutschland und Gedanken zur Krebsprophylaxe). 
WERNER Bo pt. Geburtsh. @ Frauenh., 1959, 19: 624. 


It Is ESTIMATED that in the United States 80 to 90 per 
cent of newborn infants are circumcised. That the 
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procedure has hygienic value cannot be denied. Nor 
can one say that the procedure is complicated or 
dangerous. The author uses the Gomco clamp and 
believes it to be of definite aid in the performance of 
the operation. 

In Jewish men, carcinoma of the penis is extremely 
rare. On the other hand, 3 per cent of Mohammedan 
men have penile carcinoma even though they are 
routinely circumcized; circumcision is performed 
much later in life, however. It is somewhat puzzling 
that carcinoma of the penis is found in only .6 to 4 
per cent of European men, many of whom are not 
circumcized. 

Jewish women rarely have cervical carcinoma; but 
this can be explained on a racial basis, the explanation 
being similar to that of the high incidence of genital 
tract carcinoma in the Japanese, the rare finding of 
skin carcinoma in Negroes, and the inordinately high 
incidence of primary hepatic carcinoma in the Chinese. 

The author, working in the Haile Selassie I Hospital 
at Addis Ababa, Ethiopia, found 67 cases of cervical 
cancer in 5,000 admissions (1.34 per cent). This high 
incidence of carcinoma of the cervix in a population 
in which 90 per cent of the men are circumcised 
within 40 days of birth throws doubt on the role of 
smegma as a cause of cancer. 

— Warren R. Lang, M.D. 


The Histomorphologic Basis of Suggestive Smears 
(Ueber histomorphologische Grundlagen des zy- 
tologischen Verdachtsbefundes). F. Bayarpr. Ge- 
burtsh. @ Frauenh., 1959, 19: 669. 


SINCE carcinoma is present in 50 per cent of the pa- 
tients with a suggestive Papanicolaou smear, group 3, 
it would be most helpful if definite histologic criteria 
could be established for classification in this group. In 
one quarter of these cases the suggestive smear was 
produced by restless squamous epithelium (basal cell 
hyperplasia?) or undifferentiated regenerative epi- 
thelium. Both histologic conditions may be reversible 
or progressive or may originate from fringe areas of 
malignant foci. 

The author has collected a series of more than 9,500 
cancer smears from about 6,500 women during a 12 
months’ period at the Women’s Clinic, Graz, Austria. 
A smear suggestive of cancer was obtained in 302 or 
4.7 per cent of the patients. The following final diag- 
noses were obtained in 251 patients who reported for 
further studies: carcinoma of ovary 1, chorioepithe- 
lioma 1, corpus carcinoma 10, collum carcinoma 45, 
preclinical collum cancer 36, atypical epithelium 34, 
restless epithelium 38, undifferentiated regenerative 
epithelium 28. In 58 patients (23.1 per cent) no defi- 
nite diagnosis could be made. 

Serial sections had not been obtained in these cases. 
It is noted that well differentiated carcinomas are 
frequently encountered in this group. 

—W. Dieter Bergman, M.D. 


Carcinoma Developing in Areas of Adenomyosis. 
Henry I. CotMANn and ALEXANDER H. ROSENTHAL. 
Obst. Gyn., 1959, 14: 342. 


ENDOMETRIAL CARCINOMA rarely originates in a focal 
area of adenomyosis. In order to make such a diag- 
nosis, certain rigid criteria must be met. These are: 


1. The absence of carcinoma in the normally ji. 
uated endometrium and elsewhere in the pelvis. 

2. The carcinoma must actually be seen to arise 
from the epithelium of an area of adenomyosis and 
not to be invading it from some other source. 

3. Endometrial stromal cells must surround the 
aberrant glands. 

Fifty consecutive unselected cases of adenomyosis 
were studied. In no case was estrogen therapy used 
or was a feminizing ovarian tumor present that might 
account for any hyperplastic change in the epithelia! 
elements of the adenomyotic foci. Epithelial changes 
were noted within foci of adenomyosis in 7 cases: in 
1 case there were changes consonant with those de- 
scribed by Hertig et al. as carcinoma in situ of the 
endometrium; in the second case there was atypia 
suggestive of carcinoma in situ but without the pro- 
liferation noted in case 1; in case 3 there was atypical 
polypoid hyperplasia of dilated glands within a focus 
of adenomyosis; and in cases 4 through 7 adenocar- 
cinoma in adenomyotic foci concurrent with endo- 
metrial carcinoma was found. 

—M. Leon Tancer, M.D. 


Host Factors in Carcinoma of the Uterine Cervix. 
SHELDON C. Sommers and L. THAyer. Am, 
J. Obst., 1959, 78: 586. 


Most stunts of carcinoma of the uterine cervix have 
resulted in the conclusion that its development may 
be attributed to environmental or exogenous factors. 
Early marriage and childbirth, venereal disease, and 
uncircumcised males have been repeatedly cited as 
statistically significant positive factors. Circumcised 
husbands and sexual abstinence are significant nega- 
tive factors. Whether women in whom cervical cancer 
develops are apparently normal individuals exposed 
to effective environmental carcinogens, or whether 
they might be endocrinologically or otherwise ab- 
normal and thus predisposed by constitutional pe- 
culiarities to the development of this type of cancer, 
has not been so frequently investigated. 

Ayre’s conclusion that hyperestrogenism produced 
by vitamin B deficiency is an etiologic factor has not 
been confirmed. The evidence for hereditary factors is 
inconclusive. 

In the present investigation, simple pathologic 
techniques were used for analysis at autopsy of all 
gross and microscopic material including endocrine 
glands and target organs to see if any relationship 
existed that might be significant. One group had 
cancer of the cervix, the other group did not. Ina 
similar study of human cancer of the breast, endo- 
metrium, and prostate over the last 8 years such am 
analysis indicated the importance of host abnormal- 
ities. Comparable changes accompanying cancer of 
the cervix would have seemed likely. Instead there 
were no significant endocrine abnormalities demon- 
strated beyond those that usually accompany invasive 
cancer. : 

The authors’ material consisted of all autopsied 
cases of carcinoma of the uterine cervix from four 
Boston hospitals (Massachusetts Memorial Hospital, 
New England Deaconess Hospital, Peter Bent Brig- 
ham Hospital, and Pondville Hospital) and the only 
cases excluded were those so incomplete as to be of no 
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value. The investigation was chiefly morphologic, not 
statistical, and was not concerned with treatment. 

One hundred and seventy-three cases were studied; 
a review of the clinical records, the gross and the 
microscopic autopsy material was included. These 
were compared with 203 autopsies of women without 
cancer. 

Of the 173 patients with cancer, 29 women, 17 per 
cent, had 34 other primary malignant neoplasms. 
There were 24 women with double and 5 with triple 
primary cancer. In addition to the cervix the sites 
were the large intestine, 8; the stomach, 4; the endo- 
metrium, ovary, and breast, 3 each; the thyroid, lung 
or mediastinum, and kidney, 2 each; and the urethra 
and vulva, 1 each. There was 1 case of melanoma and 
1 case of myelogenous leukemia. 

Only 28, or 27 per cent, of the women in the cancer 
group, showed ovarian stromal hyperplasia compared 
to 36 per cent in the control group. ‘The endometrium 
was affected by either hyperplasia or carcinoma in 
about one-fourth of the cancer patients; this was pro- 
portionate to the incidence of ovarian stromal hyper- 
plasia and similar to the 26 per cent in the noncancer 
control group who were found to have analogous be- 
nign hyperplasia. Adrenal abnormalities were not un- 
usually frequent, except for a statistically significant 
but modest increase in cortical hyperplasia or ade- 
nomas. These, however, with the inferred adreno- 
cortical hyperfunction, are occasionally observed with 
cancers of various sites and may reflect a reaction to 
the spread of cancer rather than participation in its 
development. There were more women of short stature 
in the cancer group. 

No significant increase in genital endocrine abnor- 
malities accompanied cervical cancer, and the authors’ 
observations are interpreted to indicate that cancer of 
the cervix more characteristically arises through local 
cervical processes than through generalized body ab- 
normalities. — Byford F. Heskett, M.D. 


Is There Justification for Operative Therapy in 
Carcinoma of the Cervix? (Hat die operative 
Therapie beim Kollumkarzinom noch eine Berechti- 
gung?) ECKHARD GOEPEL. Geburtsh. © Frauenh., 1959, 
19: 494. 


IT Is COMMONLY STATED that radiation is preferable to 
surgery as a means of therapy for cervical carcinoma. 
In an effort to determine if this is so, the author com- 
pared the results of surgical and radiologic treat- 
ment of carcinoma of the cervix at The Hospital for 
Women, Wuppertal-Elberfeld, Germany, from 1948 
to 1952 with the results of the departments of gyne- 
cology of seven German medical schools. The latter 
data were obtained from figures in the eleventh 
Annual Report on the Results of Treatment in 
Carcinoma of the Uterus, published in Stockholm in 
1958. 

A relationship between staging and therapeutic 
approach was evident (Table I). The use of primary 
surgery increased with the number of cases diagnosed 
as stage I and stage II, while radiologic management 
predominated in those departments in which stage III 
and stage IV carcinomas were more frequent. It is not 
reasonable to believe that the case material should 
vary appreciably from clinic to clinic. 
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TABLE I.—FREQUENCY OF OPERATION AND STAG- 
ING 


Operation Stage I Stage II Stage III Stage 1V 
frequency Per Per Per 
Per cent cent cent 
29 52 
24 55 
30 38 
Heidelberg.... A 49 26 
Wirzburg.... i 36 33 
46 19 
37 25 
Wuppertal... . 32 


3 
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TABLE II.—ABSOLUTE SALVAGE RATES 


Total No. Operative Radiologic Absolute 
of cases percentage percentage salvage rates 

Munich 2 0 100 50.8 
Gottingen 2 5.1 94.9 44.5 
Tubingen 8.0 92.0 45.0 
Heidelberg... . 13.6 86.4 51.0 
Wirzburg 34.5 65.5 41.9] 

38.5 61.5 47.0 

52.8 47.2 46.0 

§5.2 44.8 55:2 


Average: 47.7 


An analysis of treatment results suggests that there 
was lack of uniformity with respect to staging. This is 
confirmed by the fact that the number of cures from 
radiation and surgery is similar, 47.8 per cent and 
47.5 per cent, respectively, if the percentage figures 
are calculated in relation to the total number of cases 
(Table II). — Warren R. Lang, M.D. 


Therapy of Cancer of the Cervix Uteri (Sul problema 
terapeutico del cancro del collo dell’utero). Luici 
CatTaAneo. Clin. ostet. gin., 1959, 61: 129. 


THE APPROACH to the therapy of cancer of the cervix 
uteri is complicated by the large number of classifica- 
tions used in describing malignant lesions of the cervix 
by the many writers on the subject. The author uses 
the following classification: 

Group 0—Preclinical carcinoma before invasion 
and after. 

Group 1— Malignant lesion localized in the cervix 
but the status of the pelvic glands not known or 
definitely not involved. Under this heading one 
finds the specimens that definitely present can- 
cerous changes. 

Group 2—Growth beyond the boundaries of the 
cervix and toward the upper portion of the 
vagina and the nearby parametrium. 

Group 3— Invasion of the lower vagina in the direc- 
tion of the parametrium but no involvement of 
the pelvic walls. 

Group 4—Invasion of the pelvic walls with the 
entire pelvic cavity frozen. These patients are 
looked upon as inoperable. 

The author presents a picture of the long term 
results 6 to 8 years after surgery. Eleven patients in 
the first stage of the disease underwent radical ab- 
dominal hysterectomy and lymphadenectomy. At the 
end of this period 81.8 per cent had survived. On the 
other hand, 59 women with second stage cervical 
malignant lesions treated in the same manner had a 
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survival rate of only 52.5 per cent. Similarly a series of 
20 women with lesions of the cervix in the same stage, 
but in whom complicating medical problems pre- 
vented an abdominal operation, had a survival rate 
of only 40 per cent when given radium and roentgen 
ray therapy. 

Mention is made of 29 patients in the third stage of 
the condition who were treated radically with pelvic 
lymphadenectomy, ligation of the hypogastric arteries 
and the arteries of the round ligaments, bilateral 
excision of the intermediary portion of the round 
ligaments, and bilateral adnexectomy. Radium and 
roentgen therapy completed the course of treatment. 
The survival rate is given as 41.1 per cent as com- 
pared with a rate of merely 26.9 per cent in a series of 
89 women in the third stage who received only radium 
and roentgen therapy. 

It is clear that the most favorable results are ob- 
tained in the first stage. Second stage patients should 
be treated with surgery only when the general and 
local conditions are favorable. Third stage patients 
are best handled, the author believes, by lymphade- 
denectomy when possible, combining this procedure 
with postoperative radium and roentgen therapy, as 
usual. Relying on the latter only is not sufficient. 

In considering an over-all total of 255 patients, the 
author reports a relative survival rate of 37.9 per cent 
and an absolute rate of 35.2 per cent. Included in 
this total are 18 patients listed as incurable, 7 who 
spontaneously refused any treatment on account of 
the advanced progress of the cancer, and a few dis- 
persed patients who are listed as having in all proba- 
bility died. The operative mortality for the series is 
zero. —Vincent Ippolito, M.D. 


Cystomanometric Evaluation of the Functional Anom- 
alies of the Urinary Bladder After Radical Hyster- 
ectomy Operations (Valutazione cistomanometrica 
delle anomalie funzionali della vescica consecutive 
alle operazioni di isterectomia ‘‘radicale’’). CLaup1o 
Morra and Pier Giorcio Favro. Minerva gin., 1959, 
11: 454. 


Tue AuTHorRs begin by pointing out that in recent 
years the surgical treatment of cancer of the cervix 
. uteri has been directed more and more toward pelvic 
exeresis, which consists of a total hysterectomy ac- 
companied by pelvic lymphadenectomy. It is easily 
understood that when the entire pelvic cavity is 
dissected, leaving in situ only the bladder, the rectum, 
and the ureters, alterations in the mechanics and 
physiology of the bladder are to be expected because 
of the destruction of some of the bladder innervation. 
This holds true both in the Meigs and Wertheim op- 
erations. 

The study comprises 23 women with cancer of the 
portio; in all cases the cancer was stage I or II. 
Eight of these women underwent the Wertheim 
operation followed by pelvic lymphadenectomy and 
15 the Meigs procedure. In some of the cases radium 
had already been applied prior to surgery. Four 
cystomanometric readings were obtained in each 
case: (1) before intervention, (2) 10 to 20 days after 
operation, (3) 3 months after operation, and (4) 6 
months later. 

It was noted that in every instance a definite loss 


of bladder tone became manifest during the first 20 
postoperative days. The normal intravesical pressure 
reading before surgery was 8 mm. Hg. From 12 to 20 
days after operation, this pressure dropped to about 
3 to 4 mm. Hg. The bladder tone gradually returned 
and the readings reached the normal level established 
preoperatively. This usually occurred 6 months 
later, but gradual return of function was evident in 
the third month after the surgical procedure. 
Most of the unavoidable temporary loss of tone is 
the result of the damage to medullary nerves and the 
important hypogastric plexus from which they origi- 
nate. Added to this, one must consider the fact that 
in the course of the operation the surgeon must also 
ligate important vesical arteries, such as the inferior 
vesical artery, a branch of the vaginal artery, and the 
vesical branches of the uterine and middle hemor- 
rhoidal arteries. The blood supply to the bladder is 
maintained primarily by several small branches of the 
internal pudendal artery and the pubic branch of the 
obturator artery. It is highly plausible that this 
ischemia, in addition to the nerve dissection, plays an 
important role in causing the bladder disturbance for 
the first several weeks. This length of time is required 
for the intrinsic nerve plexus to restore the bladder 
tone and functional ability to the normal level. 
—Vincent Ippolito, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Syndrome of Rupture of the Broad Ligament 
(Le syndrome de déchirure du ligament large). J. 
VaRANGOT, A. GRANJON, M. CHARTIER, and V. 
Lorrrépo. Presse méd., 1959, 67: 1139. 


THIRTY PATIENTs with rupture of the posterior leaf of 
the broad ligament are discussed. The etiologic, clini- 
cal, and anatomic findings in these 30 patients are 
contrasted with those reported by Masters and Allen 
in 1955. 

Twenty-five of the patients had lesions associated 
with previous deliveries or curettage for abortion. Spe- 
cific traumatic episodes associated with the pregnancy 
or curettage were only rarely encountered—1 case of 
dystocia and 4 infants weighing more than 4 kgm. It 
was postulated that one major etiologic factor might 
be a rupture associated with the conversion of a con- 
genital retroversion into an anterior position by the 
rapid enlargement during early gestation. The clinical 
picture in all but 2 asymptomatic patients was quite 
acute when contrasted with cases of painful retrover- 
sion without tears in the broad ligament. The most 
common symptoms were pelvic-lumbar pain, dys- 
pareunia, and excessive fatigue. The majority of the 
patients had been considered severely neurotic. TWwen- 
ty-one uteri were in retroversion, 4 were in midposi- 
tion, and 5 were anteverted. Extreme mobility of the 
cervicocorporeal junction was noted in all of these 
patients. 

At operation the majority of the tears were found to 
be bilateral. Two anatomic forms were'noted: the first 
with rupture of peritoneum and fascia, the second 
with intact, “transparent, weakened” peritoneum but 
torn fascia. It was believed essential in patients with 
unilateral complete tear to open the peritoneum of 
the opposite side to inspect for fascial tear. 
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Correction of the defect consisted of simple suturing 
in 7 patients, suturing with plication of the base of the 
broad ligament in 17, and suturing with associated 
surgery such as myomectomy, salpingectomy, or other 
operation in 6. The follow-up of 24 patients with 
symptoms was available. Twenty-two of these had 
very satisfactory results. In 2 with simple suture repair 
and associated retroversion the result was considered 
a failure. For this reason the authors concluded that 
all patients with retroversion of the uterus should 
have suturing and plication of the broad ligaments 
in addition to closure of the tear. 

: —George C. Lewis, Jr., M.D. 


Ovarian Metastases from Adenocarcinomas of Colon 
and Rectum. Mark C. WHEELOCK and Pau Putonc. 
Obst. Gyn., 1959, 14: 291. 


BILATERAL CYSTIC CARCINOMA of the ovary should 
suggest to the gynecologist a metastatic lesion from 
the colon or rectum. This is particularly true when 
the ovaries are enlarged and contain mucinous ma- 
terial within the loculi and when the external surface 
of the ovaries and the remaining peritoneal cavity are 
free of metastasis. The bowel should be explored 
manually at the time of surgery or by a gastrointesti- 
nal workup after surgery in order to locate the pri- 
mary lesion. 

Microscopic study of such ovaries reveals a glandu- 
lar pattern of adenocarcinoma of the large bowel as 
opposed to the “signet ring” appearance of a Kruken- 
berg tumor. The tumor capsule is not involved and 
necrosis is present, circumstances not often found in 
primary ovarian cystadenocarcinomas. 

In this series of 68 secondary carcinomas of the 
ovary, the largest group of primary tumors, 26, arose 
in the colon or rectum. In some instances the ovarian 
lesion appeared first, clinically. In others the ovarian 
lesion appeared many years after the primary tumor 
had been removed. 

The authors suggest that bilateral oophorectomy 
might be performed prophylactically in elderly 
women having intestinal surgery for colonic or rectal 
cancers in order to avoid the occurrence of late 
secondary lesions. —M. Leon Tancer, M.D. 


MISCELLANEOUS 


Cytology of Vaginal Smears with Trichomonas, ARNo 
. BAvER, ANDREW EpiFANIO, and W. J. REDNER. 
Obst. Gyn., 1959, 14: 381. 


TRICHOMONAS VAGINALIS was found in 7.2 per cent of 
the routine cervical-vaginal smears from 8,401 pa- 
tients received at the First U. S. Army Medical Lab- 
oratory. Atypical cell features, leucocytic clusters, 
ground-glass appearance, and the presence of long 
bacillary forms in chains were clues to the presence of 
parasites. 

The long bacilli in chains, although not frequently 
present, provided the most reliable clue. Twenty- 
seven trichomonas cases showed suspicious cells; 8 
of these patients failed to improve after treatment. 
Biopsies demonstrated one carcinoma in situ. A diag- 
nosis of carcinoma in situ in the presence of tricho- 
monas should be made only after very careful con- 
sideration. —John R. Wolf, M.D. 
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Fluorescence Colposcopy and Fluorescence Colpo- 
photography [(Die Fluoreszenzkolposkopie und Fluor- 


eszenzkolpofotografie). R. Honisein. Geburtsh. 
Frauenh., 1959, 19: 656. 


SimPLE COLposcopy, introduced in 1924 by Hinsel- 
mann, was soon extended by the use of acetic acid, 
iodine (Schiller’s test), and other substances which 
produced clear demarcation of different varieties of 
atypical epithelia. Green filters and sodium vapor 
lamps improved the visibility of the blood vessels. The 
author has systematically investigated the fluorescence 
of the portio vaginalis and found that the histologic 
entities can be differentiated by the various colors 
made evident by the mercury vapor lamp. Spon- 
taneous fluorescence exists only where cornitication is 
taking place. If fluorochrome dyes are used, in this 
case acridine orange, the contrastis much more marked, 
especially since the color of the aforementioned dye 
varies with its concentration. Normal epithelium ap- 
pears pale pink, leucoplakia and atypical cells are 
green, nabothian cysts white, and erosions and ves- 
sels are black. The latter give the most important clues 
to malignancy. Carcinomatous tissue appears pink to 
copper red with yellow hues, but cannot definitely be 
separated from tissue affected by benign conditions. 
Drawings and aquarelles were heretofore the only 
way to reproduce the actual colors for teaching pur- 
poses, since a true photograph could not be obtained 
when ultraviolet light was used. The author has de- 
vised, or modified, a new technique of “blue excita- 
tion” and a special filter which permits true photo- 
graphs after filtering out of the blue color. 
—W. Dieter Bergman, M.D. 


Early Anatomic Reports on Changes in the Oocytes 
of Patients with the Stein-Leventhal Syndrome 
(Prime documentazioni anatomiche delle modifica- 
zioni ovocitarie nella sindrome di Stein-Leventhal). 
Francesco E, Mansant. Ann, ostet. gin., 1958, 80: 1045. 


THE AUTHOR makes it clear from the start that it is 
most difficult to condense the Stein-Leventhal syn- 
drome into a brief outline that fully describes its 
etiology, pathology, pathologic anatomy, and clinical 
features. In 1935 the main characteristics of this en- 
tity were shown to be bilateral polycystic degenera- 
tion of the ovaries, amenorrhea or other menstrual 
irregularities, sterility, obesity, hirsutism, and retard- 
ed development of the breasts. 

In recent years this definition has lost its original 
significance as a result of new studies and research 
that have challenged some of the basic concepts. 
Several authors have mentioned patients with meno- 
metrorrhagia alternating with periods of amenorrhea; 
others have described patients with little or no thick- 
ening of the fibrous layer of the ovarian cortex and 
with minimal cystic degenerative changes of the 
ovaries. In some patients the ovaries were found to be 
altogether normal. It appears that the syndrome, as 
discussed by Stein-Leventhal, has gradually lost its 
erstwhile nosologic integrity and clinical picture. 

The case under study here is that of a typical pa- 
tient, 34 years old, with moderate hirsutism, pelvic 
girdle obesity, and a history of regular flow for 
awhile after the menarche at 13. Later she experienced 
a prolonged period of amenorrhea lasting until the 
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age of 27. At this time the menses returned spon- 
taneously, marked by profuse flow. There was definite 
hyperpolymenorrhea which compelled her to under- 
go an intrauterine currettage in a local hospital. She 
was given hormone therapy after this for about 2 
years, until the age of 29. 

For a few months the cycles were almost regular. 
Gradually the flow became so increasingly abundant 
that the patient entered the hospital for treatment. 
She was given medication and sent home. After this 
she experienced a prolonged period of amenorrhea 
lasting for 4 years, until the age of 34, when she ap- 
plied for readmission to the hospital because of 
headaches and dizzy spells. This time, taking into ac- 
count her former menstrual irregularities, a second 
curettage was performed. The biopsy report of the 
curettings showed rather marked uterine hyper- 
plasia and clearly not the simple uterine hyperplasia 
commonly seen. ‘The final classification given is 
pseudomalignant hyperplasia with obvious degenera- 
tive changes in the endometrium. Radical interven- 
tion with total hysterectomy and bilateral adnexec- 
tomy was believed to be safest. The postoperative 
course was uneventful. The pathologist sectioned both 
ovaries and reported marked changes in the oocytes. 
This and the other clinical and anatomic findings con- 
firmed the diagnosis of Stein-Leventhal syndrome. 

The author reiterates the three dominant factors 
in cases of this type: hyperfolliculinism, pseudo- 
malignant and proliferative endometrial hyperplasia, 
and widespread, easily visible areas of degeneration 
that occur throughout the ovular cytoplasm. The 
author notes the high incidence of endometrial 
carcinoma in these cases, and refers to the report 
made by the American author Curtis in 1957. 

In conclusion, the author elaborates on the close 
relationship noted by many doctors between hyper- 
folliculinism, hyperplastic endometrial changes, and 
adenocarcinoma of the endometrium. 

—Vincent Ippolito, M.D. 


Geriatric Gynecology (La geriatria ginecolégica). E. 
Macias DE Torres. Rev. espan. obst., Valencia, 1959, 
18: 134. 


AT THE GYNECOLOGIC DEPARTMENT of the government 
hospital at Oviedo, Spain, an examination of 1,608 
case records disclosed 100 women who were more 
than 60 years of age at the time of admittance. This 
number of older women becomes rather significant 
when it is remembered that none of these women 
could be included among the main clientele of this 
service, since at least one half of the total of 1,608 
patients had been hospitalized for affections such as 
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abortions, moles, or ectopic gestations, which are 
directly related to pregnancy. 

Of the 100 elderly women, 46 were more than 6) 
years of age and less than 65; 27 were more than (5 
and less than 70; 12 were more than 70 and less than 
75; 12 were more than 75 and less than 80; and 3 had 
attained their eightieth year. Of the 3 octogenarians, 
1 was 80 years of age, another was 81, and the third 
was 87. 

Twenty-eight of the women were suffering from 
uterine prolapse, 20 from mammary cancer, and 15 
from cancer of the uterine cervix. There were only §( 
mammary cancers and 63 cervical cancers in the total 
material of 1,608 patients. Thus the three conditions 
listed comprise 63 per cent of the material for this 
report. 

There were 6 instances of epithelioma of the endo- 
metrium, 6 of primary vaginal cancer, 5 of cyst of the 
ovary, and 3 of polyp of the uterine mucosa. ‘There 
were 2 cases of metrorrhagia which were regarded as 
of a functional nature, that is, resulting from senile 
atrophy of the endometrium. Lipomas, fibromas, 
vaginal cysts, submucous myomas, hypertrophy of the 
cervix, and vulvar pruritis were also observed. 

Seventy-five of these patients had radical operation, 
There was only 1 death; this occurred in a patient 
with advanced epithelioma of the endometrium. When 
the uterus was grasped with a tenaculum it perfor 
ated and the peritoneum was soiled with cancerous 
debris. The remainder have survived; they have been 
re-examined every 3 months and have always been 
found to be in optimum physical condition. 

Eighteen of the patients who did not have radical 
operation, all with cervical or vaginal carcinomas, 
were treated by irradiation. The results in this group 
were not as good as those for the radically operated 
group. A temporary improvement was usually ob- 
tained; however, the subsequent survival period was 
never longer than 3 years. This group, however, was 
primarily made up of patients with far advanced, 
grade III epitheliomas. 

Two patients with mammary cancer were observed 
too late to receive operative treatment, and to this 
number is to be added a patient with grade IV cervical 
cancer, 1 with an epithelioma of the endometrium, | 
with a mammary fibroma, and 1 with uterine pro- 
lapse. None of these patients desired an operation. 

It is obvious that these older patients, when oper 
ated upon under favorable circumstances, present 4 
prognosis which, insofar as the operative results are 
concerned, is every bit as good as that which may be 
anticipated in younger adult women. 

— John W. Brennan, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Contribution to the Histochemical Study of Metabo- 
lism of the Nucleoproteins in the Human Placenta 
(Contribution 4 l'étude histochimique du métabolisme 
des nucléoprotéines dans le placenta humain). M. 
Mayer, M. PaniceL, and H. Lecierc-Potyak. Gyn. 
obst., Par., 1959, 58: 295, 


A srupy was made of the distribution of ribonucleic 
acid and 5-nucleotidase in the decidua and placenta 
using specimens of gestational age from 1 to 9 months. 
Twenty-four fragments of placenta were sectioned 
and stained with methylpyronine. The intensity of 
pyronine was utilized to determine the distribution 
of ribonucleic acid within cells and within types of 
cells. Fragments from 31 fresh placentas were pre- 
ared according to the method of Wachstein and 
Meisel, 1954, with slight modifications in order to 
determine the presence of 5-nucleotidase. ‘he modi- 
fications were: (1) limiting the number of sections 
incubated to four for every 120 c.c. of incubating 
fluid; (2) extending the incubation time from 1 to 5 
hours; and (3) allowing the pH to vary from 8 to 8.3, 
as this did not appear to aflect the result. 

The work of other investigators was confirmed with 
regard to ribonucleic acid concentration and distri- 
bution. In early pregnancy the syncytium and cyto- 
trophoblast contained large amounts of this nucleic 
acid. The stroma and Langhans cells were found to 
have RNA only in the nucleoli. By 3.5 months 
ribonucleic acid was missing from a few areas of the 
villi. As the pregnancy advanced it appeared that the 
amount of RNA markedly diminished. Near term, 
only a few synctial buds and limited sections of the 
cytotrophoblast contained the acid. Specimens of the 
decidua were deficient in RNA regardless of the dura- 
tion of the pregnancy. 

The results of the study of 5-nucleotidase differed 
from those reported by Thomsen and Panka. The 
enzyme was particularly localized in the outer layers 
of the syncytium. In addition it appeared to be 
present in nuclei and nucleoles as well as in the 
cytoplasm. In early pregnancy, at 3 to 5 months, 
5-nucleotidase was present in all divisions of syncytial 
cells, in nuclei of Langhans cells, and in both nuclei 
and nucleoles of the cytotrophoblast. The enzyme 
appeared in decidual stromal and vascular cells. In 
pregnancies of greater duration the amount of the 
enzyme appeared reduced in the syncytium. The 
distribution appeared quite irregular and without 
regard to the duration of the pregnancy. At term there 
appeared to be an increase in the enzyme in the 
stroma and vascular cells. 

It is concluded, on the basis of these findings and 
the reports of other investigators, that the “young” 
placenta actively synthesizes proteins in association 
with its great mitotic activity. The most active site 
appears to be the syncytium. It is further concluded 
that this finding would establish the syncytium as the 
site of placental gonadotrophins, since they are pro- 


tein in nature. The studies of 5-nucleotidase did not 
provide any indication of a quantitative increase in 
this enzyme but did provide a histochemical picture 
of its distribution at various ages of gestation. ‘This 
distribution appeared quite variable. 

—George C. Lewis, Jr., M.D. 


Fetal Blood Studies; The Effect of Prophylactic Oxygen 
on the Oxygen Pressure Gradient Between the Ma- 
ternal and Fetal Bloods of the Human in Normal and 
Abnormal Pregnancy. Harry Prysrowsky. Am. 7. 
Obst., 1959, 78: 483. 


‘THE AVERAGE oxygen pressure difference across the 
human placenta after oxygen administration to a nor- 
mal parturient (37.5 mm. Hg) contrasts sharply with 
that which appears to exist when no oxygen is given 
(20.1 mm. Hg). ‘There is a steepening of the oxygen 
gradient in the abnormal patient given prophylactic 
oxygen (30.3 mm. Hg) when compared to the partu- 
rient with complications who has received no oxygen 
(3.5 mm. Hg). 

The main factors that would affect the placental 
transfer of oxygen are: (1) the pressure gradient; 
(2) the limiting surface area, (3) the thickness of the 
tissue across which the transfer must occur, (4) varia- 
tions in the solubility of oxygen in the different tissue 
layers that form the placental barrier, and (5) changes 
in the Fick diffusion coefficient across the membranes. 

There is evidence that under certain circumstances 
oxygen actually constricts the capillary bed. If, in a 
normal parturient, the giving of oxygen had the effect 
of increasing the oxygen tension of intervillous blood 
and thereby reducing A, the surface across which the 
diffusion occurs, then the steepening of the pressure 
gradient would represent a compensatory mechanism 
to keep Q, the gas transferred per unit time, at a 
fairly constant level. This explanation is a possible 
one, as is shown by comparing the order of magnitude 
of differences in the control and oxygenated series. 

Whereas intervillous blood pO, rises 27.5 mm. Hg 
after oxygen administration, umbilical vein pO, rises 
only 13.7 mm. Hg and umbilical artery pO, remains 
unchanged. In response to the increased oxygen tension 
in the intervillous space blood, there is a reduction in 
limiting surface area and an increase in the coefficient 
of utilization across the umbilical circulation, which 
the fetus apparently accomplishes by modifying his 
circulation rate. The net result is a steepening of the 
gradient. 

In abnormal pregnancy in which the area across 
which the diffusion occurs is most likely already re- 
duced, the giving of the oxygen counteracts this fac- 
tor and, with a steepening of the gradient, the head of 
pressure driving oxygen across the placental barrier is 
increased. Consideration of the data reveals that under 
such circumstances intervillous pO, rises 43.4 mm. 
Hg, umbilical vein, 16.0 mm. Hg, and umbilical 
artery remains the same. Hence the mechanism by 
which the gradient is steepened results from an in- 
creased intervillous pO, and an increased coefficient of 
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utilization across the fetal circulation. It seems reason- 
able to assume that this increased gradient is related 
to increased oxygen supply to the fetus. 

On the basis of these data there would seem to be 
real benefit in administering oxygen in known cases 
of fetal distress. In regard to the giving of oxygen to a 
normal parturient just prior to delivery, it is possible 
that oxygen transfer may not be enhanced; but the 
critical point in regard to this question is that there is 
no known way of predicting which fetus might become 
embarrassed in this late stage of labor. It would seem 
desirable to follow this procedure of routine adminis- 
tration of oxygen in order to protect the welfare of the 
1 baby in 20 who needs it and who may suffer some 
degree of hypoxia, although the other 19 may not need 
it. The administration of oxygen to the mother in the 
last 5 to 15 minutes before delivery is harmless, simple, 
and feasible and the expense is negligible. It should 
become part and parcel of the delivery room proce- 
dure. —Charles Baron, M.D. 


The Behavior of the Thiocyanates in the Blood Serum 
During Normal Pregnancy and the Toxemias (11 
comportamento dei solfocianati serici nella gravidanza 
fisiologica e nelle gestosi). A. BERraciia and G, T, 
Oppo. Arch. ostet. gin., 1959, 64: 423. 


THE LEVEL of the thiocyanates in the blood was 
studied in 176 gravid women. The patients were 
divided into 3 groups. The first group consisted of 
women with normal pregnancies; 20 of these patients 
were in the first trimester of pregnancy, 18 in the 
second trimester, 30 in the third trimester, 17 in labor, 
and 23 were in the first 15 days of the puerperium. 
The second group consisted of women whose preg- 
nancies were menaced with abortion. Eight of this 
group had survived the threat with proper treatment; 
in 10 women the abortion was in progress or was in- 
complete, or they were in the first days of the post- 
abortive puerperium. The third group consisted of 23 
women with toxemia of pregnancy during the third 
trimester, 17 women with toxemia in the first 6 days 
of the puerperium, 5 women with eclampsia during 
the third trimester of pregnancy, and 5 women with 
eclampsia in the first 4 days of the puerperium. 

The technique used for the test was essentially that 
employed by Chesley. The titers are given for each 
group in the form of serum thiocyanate ions, sodium 
salt, and potassium salt, in milligrams per cent. 

In the first group it was found that the titers for 
thiocyanate in the blood serum varied between 0.22 
mgm. per cent and 1.86 mgm. per cent. In the second 
group they were between 0.44 and 1.06 mgm. per 
cent in the cases of threatened abortion and between 
0.60 and 1.44 mgm. per cent in the postabortive 
puerperium. In the third group they were between 
0.46 and 2.66 mgm. per cent in the toxemias and, in 
the eclampsias, between 1.05 and 3.08 mgm. per 
cent. 

Thus it is seen that in the cases of threatened abor- 
tion the titers of serum thiocyanate did not vary 
greatly from those of normal pregnancy, while dur- 
ing the period of toxemia they were definitely elevated 
and in the eclampsias they were even more highly 
elevated. 

The authors believe that the elevated titers of 


serum thiocyanate may be explained either on the 
basis of interference with the oxidation-reduction 
processes or on the basis of difficulty in the elimina- 
tion of thiocyanate waste material because of poor 
hepatic or renal function arising from the presence 
of the pregnancy toxins. — John W. Brennan, M.D. 


Acquired Hypofibrinogenemia in Pregnancy. N. \. 
BeiscuHer. Med. 7. Australia, 1959, 2: 180. 


THE MOST PRACTICAL METHOD of evaluating suspected 
hypofibrinogenemia in pregnancy is by means of the 
clot observation test. This simple procedure gives an 
answer rapidly and can be repeated whenever neces- 
sary to give a therapeutic and diagnostic index. 
Partial clot dissolution, fragile clot, and the absence of 
clot formation all indicate a critical blood fibrinogen 
level that warrants specific fibrinogen therapy. Bio- 
chemical methods of determining the level of plasina 
fibrinogen are of limited value in emergent situations 
because they take several hours to perform. Estima- 
tions to detect subcritical fibrinogen levels are also of 
limited value because only 5 per cent of the patients 
demonstrating fibrinogen depletion progress past the 
critical point at which the blood fails to clot. 

Since hypofibrinogenemia occurs most often in as- 
sociation with accidental hemorrhage and prolonged 
intrauterine fetal death, a clot observation test should 
be routine in the management of these complications. 
Hypofibrinogenemia as a cause of postpartum hemor- 
rhage is not sufficiently recognized, particularly 
when induction of labor is achieved by means of 
oxytocic drugs. 

Twenty patients with hypofibrinogenemia were 
treated at the Royal Women’s Hospital in Melbourne, 
Australia during a 2.5 year period. The mainstays of 
treatment were fibrinogen and blood. An average of 
7.5 pints of blood, with a maximum of 15 pints, was 
used. The initial dose of fibrinogen was 8 gm. Al- 
though other authorities have recommended smaller 
doses, 8 gm. seemed more logical because the normal 
amount of circulating plasma fibrinogen totals be- 
tween 8 and 12 gm. Also, it is believed that a certain 
amount will be destroyed initially by circulating 
fibrinolysin. The membranes were not ruptured until 
the deficiency had been corrected. All patients were 
delivered vaginally. In 2 cases, uterine packing failed 
to be of benefit. 

Since this routine was started, there have been no 
maternal deaths. The fetal mortality has been sub- 
stantial, however, because of the associated obstetric 
complications as well as a high incidence of pre- 
maturity. It is doubtful whether cesarean section, 
hysterotomy, or hysterectomy is ever indicated. 

—Lester T. Hibbard, M.D. 


Acute Appendicitis in Pregnancy. JoHn C. Burwett, 
Jr., and Baitey Brooks. Am. 7. Obst., 1959, 78: 
772. 


THIS ARTICLE is based on 11 cases of appendicitis in 
pregnant women over a 5 year period. During this 
same period there were 8,563 deliveries. The inci- 
dence of 0.13 per cent is somewhat higher than usu- 
ally reported. The first of 2 reported cases is interest- 
ing in that during the patient’s first pregnancy she 
had an episode of pain in the right lower quadrant, 
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and the diagnosis of acute appendicitis was considered. 
She was given antibiotic therapy and the symptoms 
subsided. During the second pregnancy there was a 
recurrence of the previously noted symptoms, lapa- 
rotomy was performed and an acute suppurative ap- 
pendix was removed. The patient in the second case 
had the complication of simultaneous bleeding from a 
marginal placenta previa. 

The literature on the subject indicates that the 
fetal mortality is 3.5 per cent when the disease is 
limited to the appendix and rises to almost 30 per 
cent when generalized peritonitis occurs. Maternal 
mortality probably is in the region of 5 per cent. 
Correct diagnosis is rendered difficult because of the 
gestation and the changing position of the appendix. 
If the disease is borne in mind, earlier diagnosis and 
operation would result in the probable decrease in 
mortality. —James F. Donnelly, M.D. 


Pregnancy in the Latter Years of Reproductive Life. 
Guy L. and S. Corer. South. M. F., 1959, 
52: 1078. 


A BRIEF REVIEW of the literature concerning preg- 
nancy in the latter years of reproductive life is pre- 
sented. Two hundred and thirty-two viable births in 
women aged 40 and older from the Georgia Baptist 
Hospital, Atlanta, Georgia were reviewed. 

The incidence of chronic vascular disease in these 
patients was found to be 9 times the total hospital in- 
cidence. The incidence of women weighing 150 
pounds or more at the beginning of pregnancy was 
30 per cent compared with the average hospital inci- 
dence of 8 per cent. ‘Toxemia was found to occur 3.5 
times the regular hospital incidence. 

Labor complications were also increased. Pro- 
longed labor was 7 times the usual hospital incidence. 
Labors of 3 hours or less as well as uterine inertia 
were both 1.5 to 2 times the regular hospital inci- 
dence. Fetal anomalies occurred 2.5 times more fre- 
quently than in the usual hospital incidence. 

Sterilization procedures were performed 4 times 
more often in this group than for the total hospital 
population. This was presumably largely due to the 
increased age of the patients at the time of their last 
delivery. 

Postpartum complications did not appear to be 
present in any unusually high incidence. 

—Alan Rubin, M.D. 


The Assessment of the Risk of Intrauterine Death in 
Pre-Eclampsia. H. M. Carey and A. W. Litey. 
N. Zealand M. F., 1959, 58: 450. 


Tue risk of intrauterine death and the consequent 
urgency for delivery in cases of pre-eclampsia is de- 
pendent on the degree of placental insufficiency. No 
test has yet been developed for measuring this quanti- 
tatively. The relationship of the placental blood flow 
to the level of diastolic blood pressure and the asso- 
ciation of the development of albuminuria with in- 
creased risk of intrauterine fetal death have both been 
reported. 

_ In the management of pre-eclampsia, intervention 
is warranted when the risk of intrauterine death ex- 
ceeds the risk of neonatal death from prematurity 
and its complications. 
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This study includes all patients with pre-eclampsia 
admitted to the National Women’s Hospital, Auck- 
land, New Zealand, during the years 1954 and 1957. 
In this series of 165 pregnancies, there were 39 intra- 
uterine deaths, 31 occurring antepartum and 8 intra- 
partum. 

The intrauterine death rate was found to vary 
significantly with the duration of pregnancy at the 
onset of pre-eclampsia, the severity of hypertension, 
and the severity of proteinuria. Study of the results 
revealed that fetal prognosis depended much more on 
the week of onset than the severity of either hyper- 
tension or proteinuria. However, there was nothing 
in the results to indicate that the longer the fetus has 
been exposed to maternal hypertension the poorer is 
the prognosis. 

The question is not whether any clinical criteria 
are reliable gauges of individual fetal risk but whether 
the maximal information can be obtained from the 
factors known to affect the intrauterine death rate. 
The best estimate of fetal risk is one that makes 
accurate allowance for the uneven fetal influence and 
partial interdependence of the relevant variables. 
The intrauterine death rate is much more dependent 
on the duration of pregnancy at the onset of pre- 
eclampsia than on the level of either diastolic pres- 
sure or protein excretion. A mathematical equation 
for estimating the risk of intrauterine death is pre- 
sented. —RHarry Fields, M.D. 


Acute Renal Failure in Pregnancy. Rozert C. Knapp 
and Louis M. Hetitman. Am. 7. Obst., 1959, 78: 570. 


OF THE ACUTE EMERGENCIES in obstetrics, acute renal 
failure can be one of the most difficult to manage. It 
may follow transfusion with incompatible blood, 
abruptio placentae, toxemia of pregnancy, or abor- 
tion when accompanied by hypotension, sepsis, or 
chemical poisoning. Once established, regardless of 
its cause, the syndrome varies only in degree. Oli- 
guria, gross hematuria, and hemoglobinuria are first 
noted, and the common cause of death is pulmonary 
edema and hyperkalemia. In the second or diuretic 
phase, starting when the urinary output reaches 200 
c.c. per square meter of body surface in 24 hours, 
death usually occurs from electrolyte depletion. 

The authors prefer to call the syndrome, known for 
many years and clarified by Lucke in 1947, acute 
renal failure rather than lower nephron nephrosis. 

For their study the authors define acute renal fail- 
ure as a suppression of urinary output to less than 50 
c.c. in a 24 hour period. In addition, most patients 
have transient hemoglobinuria and an oliguric and 
diuretic phase. 

The incidence in 32,000 deliveries at Kings County 
Hospital, Brooklyn, New York, from 1 January 1951 
to 31 January 1958 is as follows: 

Of 1,538 patients transfused, or 4.8 per cent, there 
was an incidence of 0.3 per cent. Of 2,624 patients 
with toxemia there was an incidence of 0.1 per cent. 
Of 440 patients with abruptio placentae 0.7 per cent 
had acute renal failure. From July 1952 to February 
1958, of 10,950 abortions, renal failure developed in 
12 women, or 0.1 per cent. 

The following physiologic considerations formed 
the basis for management, with the result that 12 of 
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the 23 patients survived: (1) If the blood volume is 
seriously depleted by hemorrhage, partial replace- 
ment, perhaps with packed cells, is desirable. (2) The 
hypotensive patient should be treated, and duration 
of treatment should be kept to a minimum. (3) Forc- 
ing fluids will not “‘open” the kidney and can only 
result in serious trouble. (4) Unless caloric needs are 
supplied they will be met by tissue breakdown with 
release of potassium, which could be fatal in the 
oliguric phase. (5) In the diuretic phase, electrolyte 
and water depletion must be combated. 

Signs, symptoms, and treatment are discussed and 
results are charted. —Byford F. Heskett, M.D. 


LABOR AND ITS COMPLICATIONS 


Induction of Labor with the Aid of Syntocinon and 
Pitocin by Intravenous Drip (Provocation du 
travail 4 aide du goutte 4 goutte intra-veineux de 
syntocinon et pitocine). R. R. C. Scuarrr and H. 
Tu. E. Hoepr. Bull. Soc. Roy. belg. gyn. obst., 1959; 29: 
243. 


‘THE RELATIVE EFFECTIVENESS of syntocinon and pito- 
cin was evaluated by the induction or stimulation of 
labor for 216 patients. The strength of the solution 
varied from 2 to 7 units per 500 c.c. of 5 per cent glu- 
cose, and the rate of administration was from 10 to 35 
drops per minute. Induction was performed 97 times 
with syntocinon and 86 times with pitocin. The indi- 
cations were pre-eclampsia in about 50 per cent of 
cases, postmaturity, Rh problems, diabetes, and con- 
tracted pelvis with ruptured membranes. Equal suc- 
cess was obtained with both preparations, 83 per 
cent. Stimulation of labor gave the same results. 

Blood loss of more than 500 c.c. was approximately 
the same with syntocinon and pitocin, 16 per cent and 
13.9 per cent, respectively. For patients with normal 
labor in the same institution blood loss was considered 
to be significantly lower—9 per cent with a greater 
than 500 c.c. loss. Rise in blood pressure was more 
frequent with pitocin. This observation was particu- 
larly striking for the pre-eclamptic patient. The aver- 
age duration of labor was the same for both groups, 
although the concentration of the agent needed to 
achieve delivery was lower for pitocin than for synto- 
cinon. In cases of secondary inertia a concentration of 
more than 2 units per 500 c.c. was rarely required, 
regardless of the preparation used. 

In general, it was concluded that there was little 
clinical difference in the usefulness of syntocinon and 
pitocin for the induction of labor. 

—George C. Lewis, Fr.. M.D. 


Low Spinal Anesthesia in Obstetrics, a Review of 
2,475 Cases. J. D. Warr, Evtior E. and 
Myrt T. PatremMan. 7. Obst. Gyn. Brit. Empire, 1959, 
66: 424. 


SPINAL ANESTHESIA is regarded with disfavor by the 
majority of obstetricians, who consider it a dangerous 
procedure, but this prejudice has been caused mainly 
by the failure to distinguish between low and high 
spinal blocks. Most obstetricians who have used low 
spinal anesthesia for operative vaginal delivery have 
found it to be an almost ideal anesthetic, with few 
serious risks or disadvantages. 


Low spinal anesthesia with procaine has been used 
at Oldchurch Hospital, Romford, England since 1938 
for the majority of operative vaginal deliveries. Be- 
tween August, 1938 and December 1957, out of a 
total of 31,816 deliveries, 2,448 patients were given 
spinal anesthetics. ‘Twenty-seven patients had a sec- 
ond spinal anesthetic for a subsequent delivery, 
making a total of 2,475 deliveries with spinal anes- 
thetics. 

Out of these 31,816 deliveries there have been no 
maternal deaths attributable to low spinal anesthesia, 

The technique used produces almost complete 
anesthesia of the perineum, vulva, and vagina with 
profound relaxation of the perineal and pelvic mus- 
cles. Touch sensation may sometimes be present, 
although pain sensation is lost, and traction on the 
forceps may cause some alarm if the patient is not 
reassured. Sensory fibers from the cervix and body of 
the uterus are also affected so that labor pains are re- 
lieved, although there is no alteration in the force or 
frequency of uterine contractions. The duration of 
anesthesia is from 1.5 to 2 hours. 

Severe complications are less likely to occur with 
low spinal block than with high spinal anesthesia. ‘The 
immediate complications of spinal anesthesia are 
mainly associated with control of respiration and 
blood pressure, whereas the late complications are 
mainly neurologic. 

In this series no patient was found to have a severe 
fall of blood pressure. A fall of 5 to 10 mm. in both 
systolic and diastolic pressures was fairly common, 
although in many cases the blood pressure remained 
unchanged. No patient in this series showed any signs 
of circulatory or respiratory depression. Postspinal 
headache occurred in 20 per cent of the patients. 

In this series 11.2 per cent of the cases had partial 
or complete urinary retention. In over half of these 
patients it occurred in the first 48 hours after delivery 
and in only 1 persisted for as long as 13 days. 

One patient who suffered from severe headaches 
had diplopia 11 days after the spinal anesthetic, and 
the second complained of diplopia alone 9 days later. 
The first patient recovered within 3 days, and the sec- 
ond gradually improved over a period of 6 weeks. 

There were 2 cases of foot drop in this group, al- 
though it is doubtful whether they were caused by the 
spinal anesthetic. Both patients recovered completely. 

In this series 18.6 per cent of the infants suffered 
from delayed respiration, although not all of them 
required resuscitative measures. It is unlikely that 
any of the stillbirths or neonatal deaths were attribut- 
able to the spinal anesthesia, although there is no way 
of proving this statement, because the cause of many 
perinatal deaths remains unknown. 

—Jjohn R. Wolff, M.D. 


The Mechanism of Internal Rotation and Its Appli- 
cation to Malrotation. D. ANrHony D’Esopo. Am. 
Obst., 1959, 78: 530. 


DistuRBANCE of internal rotation is the cause of most 
arrested labors and the most difficult instrumental 
deliveries. It was previously believed that internal ro- 
tation comes about through a screwlike action when 
the fetal head meets the resistance of the spines (Smel- 
lie, 1774), through uterine forces alone (Schmitt, 
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1304 and Bumm, 1905), or through the resistance of 
the pelvic floor (Veit, 1887). 

The author presents a bipolar concept of rotation 
at which he arrived with the help of the three-dimen- 
sional view of a precision stereoscope. He comes to the 
conclusion that the rotary movement of the head is 
brought about by a combination of the forces of (1) 
the inclined levator planes on the occiput and (2) the 
curved pelvic surfaces acting on the opposite cephalic 
pole, the brow in the usual case, in a complementary 
fashion. If the occiput arrives at the outlet in an 
oblique diameter and the levator muscle is intact, as 
in a nullipara, this delayed rotation must be caused 
by a restriction of the brow by either the lower sacrum 
or a fixed coccyx. In deep transverse arrest, also, it is 
assumed that the sacrum blocked the rotational force 
of the levator. 

In posterior positions, short rotation can occur only 
if the forepelvis allows the brow to move forward to- 
ward the midline. In 95 per cent of the occipitopos- 
terior presentations the brow is prevented from doing 
this and slides to the point of lesser resistance, the 
“obturator plane,” thus initiating long rotation 
through the transverse. This is considered a more 
plausible theory than West’s correlation of internal 
rotation with flexion and extension attitudes of the 
fetus. 

Practically speaking, a failure of rotation cannot be 
diagnosed until the presenting part, not the caput, is 
ata +1 or +2 station. At higher levels transverse 
position is more likely due to failure of engagement. 
Arrested posterior is the most common reason for mid- 
forceps operations, and in these, usually, prominent 
spines are an obstacle to further rotation. ‘Traction 
may be dangerous at this point, and the head should 
be lifted up from the spines before a manual or in- 
strumental rotation is attempted. The most important 
rule in these procedures is: “‘Never rotate at the level 
of arrest.” —W. Dieter Bergman, M.D, 


PUERPERIUM AND ITS COMPLICATIONS 


The Incidence of Ophthalmia Neonatorum Without 
Prophylaxis. E>warp SoLomons, BENJAMIN KRAMER, 
W. STEIN, and Scuuyier G. Konv. Am. J. 
Obst., 1959, 78: 513. 


At THE State University of New York, New York City 
and the Maimonides Hospital, Brooklyn, with the 
permission of the Department of Health of the City 
of New York, the following study was made. Two 
groups were formed of 5,480 newborn infants. In 
2,212 babies sterile distilled water was instilled into 
the eyes immediately after birth and in 3,268 infants 
no treatment was instituted. 

_ Purulent discharge in the conjunctiva was present 
in only 76 infants, or 1.4 per cent, and heavy watery 
discharge was present in 243, or 4.4 per cent. All 
cultures were negative for gonococci, and in only 1 
case were the smears suggestive of gonococcal oph- 
thalmia neonatorum. 

In patients with conjunctival discharge from whom 
cultures were taken, negative bacteriologic findings 
were present in 45.2 per cent. The cultures were nega- 
tive in 35 per cent of patients ‘with purulent dis- 
charge. 


OBSTETRICS 279 


It is suggested that virus infection or maternal ir- 
ritants might be incriminating factors in some cases of 
conjunctivitis with negative cultures. It is believed 
that chemical conjunctivitis occurs in a significant 
number of cases when silver nitrate is used and to a 
lesser extent with oxytetracycline. 

The routine instillation of silver nitrate or anti- 
biotics into the eyes of the newborn should be recon- 
sidered. —Charles Baron, M.D. 


Myocardia and the Gravidopuerperal State, a Con- 
tribution to the Study of the Postpartum Cardi- 
opathy of Meadows (Myocardie et état gravido- 
puerpéral. Contribution 4 l'étude de la ‘‘cardiopathie 
du post-partum de Meadows’). P. Micuon, A. 
Larcan, and J. ReENAup. Gyn. obst., Par., 1959, 58: 
269. 


DESPITE MANY IMPROVEMENTS in the study of heart 
disease there remains a group of cases of cardiac 
failure, occurring during or subsequent to pregnancy, 
that have no clearly defined cause except the preg- 
nancy itself. 

As an addition to the literature on the subject the 
cases of 2 patients are presented. In the first patient, 
aged 44, the picture of cardiac failure developed 3 
months after the delivery of her third infant. Heart 
failure was followed by signs of a left hemiparesis. The 
last pregnancy had been marked by only hyperten- 
sion and dependent edema. The initial signs of heart 
failure were dyspnea and cyanosis. Also noted were, 
by electrocardiogram, complete left bundle branch 
block; by orthodiagram, left ventricular hypertrophy; 
and by physical examination, leg edema, hepato- 
megaly, and pulmonary edema. Serum and urine 
electrolyte determinations indicated a low serum po- 
tassium but elevated urinary potassium. Therapy in- 
cluded the use of hypertonic levulose, insulin, potas- 
sium, magnesium chloride, and calcium gluconate. 
Recovery was almost complete except that the left 
bundle branch block persisted. 

The second case was that of a 30 year old para V. 
All pregnancies had been uneventiul. Three weeks 
postpartum dyspnea, chest pain, and hemoptysis de- 
veloped. Physical examination revealed a gallop 
rhythm, leg edema, and pleural effusion bilaterally. 
The electrocardiogram revealed complete left bundle 
branch block and evidences of left ventricular hyper- 
trophy. Roentgenographic examination confirmed 
the left ventricular hypertrophy and indicated a dif- 
fuse cardiac enlargement. Laboratory studies disclosed 
no unusual findings. Treatment was similar to that in 
the first case except that anticoagulants were also 
employed. Recovery required 1 month. After dis- 
charge from the hospital the patient had several re- 
currences of heart failure. The left bundle branch 
block recurred with each episode. 

The picture presented by these 2 patients has been 
noted by other investigators, for the most part only 
during the past 20 years. The syndrome of idiopathic 
heart failure appears to be rare—1:3,000 or 4,000 de- 
liveries. There is apparently no detectable pre-existing 
cardiac disease. It occurs during the last trimester and 
from 1 to 5 months postpartum. It may occur during 
the pregnancy and again in the puerperium, or it may 
occur in succeeding pregnancies. The syndrome does 
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not resemble any other cardiac problem except for 
those nonpregnant patients in whom idiopathic car- 
diac failure develops. These latter individuals and the 
pregnant patients, when death occurs, have almost 
identical findings on microscopic and gross examina- 
tion of the heart. 

Three theories of the pathogenesis are considered: 
(1) The circulatory load is greatly increased in preg- 
nancy, that is, there is a mechanical basis for heart 
failure; (2) altered hormones and blood chemistry re- 
sult in myocardial and endocardial damage, that is, 
the cause is metabolic; or (3) a pre-existing unsus- 
pected endocarditis is activated, giving an inflamma- 
tory cause. 

After summarizing the physiologic and biochemical 
alterations of pregnancy, the authors conclude that 
the dynamics of the circulation play a secondary role, 
whereas the corticosteroids probably are primarily 
responsible for cardiac failure associated with preg- 
nancy. It is believed that the hormonal changes of 
pregnancy may exert deleterious effects on the myo- 
cardium by altering cellular sodium-potassium bal- 
ance and thus ultimately lead to the clinical syndrome 
demonstrated in the cases reported. 

—George C. Lewis, Jr., M.D. 


NEWBORN 


Physiologic Jaundice. A. A. CuNNINGHAM. Arch, Dis. 
Childh., London, 1959, 34: 262. 


THE INCIDENCE of so-called ‘‘ physiologic jaundice” 
was investigated in a series of 1,000 consecutive new- 
born infants. Excluded from the series were cases of 
diagnosable hemolytic disease, premature infants 
weighing less than 2.5 pounds, and those babies dying 
before jaundice could be determined. 

Each infant was examined daily, using daylight 
whenever possible. If jaundice developed, its course 
was followed by means of serial bilirubin determina- 
tions. Both micromethods and macromethods of assay 
were employed. Fifty infants without jaundice served 
as controls. 

In 14 per cent of the infants in this series, a maxi- 
mum total bilirubin, indirect reaction, of over 5 mgm. 
per cent developed, and in 3.4 per cent a maximum 
total bilirubin of over 10 mgm. per cent developed. 


In the premature babies weighing 5.5 pounds or less, 
a maximum concentration of 15 mgm. per cent devel- 
oped in 17 per cent. Three of these had exchange 
transfusion and 2 of the 3 made a normal recovery, 
The third infant died. : 

In contrast, only 2 per cent of babies weighing more 
than 5.5 pounds had a total bilirubin over 10 mgm. 
per cent, and none to a degree that would result in 
kernicterus. Presumably, the incidence and severity of 
‘physiologic jaundice” among premature infants is 
associated with immature liver function. 

Contrary to the findings of other workers, the 
author found no evidence to justify a diagnosis of 
ABO hemolytic disease, even in those babies in whom 
jaundice developed within 24 hours of birth. Also, no 
correlation could be made between the levels of bili- 
rubin in the umbilical cord blood and the subsequent 
development of jaundice.—Lester T. Hibbard, M.D. 


Pulmonary Hyaline Membrane and Contamination 
of the Lungs by Blood-Laden Amniotic Fluid in 
Term Infants Delivered by Cesarean Section, 
FRANKLIN F. SnyDER. Obst. Gyn., 1959, 14: 267. 


PULMONARY HYALINE MEMBRANE DISEASE in term in- 
fants delivered by cesarean section may result from 
their aspiration of amniotic fluid and blood prior to 
the actual delivery. 

Fifty-six infants who died intrapartum or within 72 
hours of delivery were autopsied and the lung sec- 
tions were studied. Each infant was delivered by 
cesarean section, weighed in excess of 2,500 gm., and 
had no demcnstrable pathologic condition other than 
the pulmonary disease. In all cases there was evidence 
within the bronchioles and alveoli of aspiration of 
amniotic fluid and blood. 

In many babies born alive, an amorphous hyaline 
layer outlined the alveolar walls, but this layer was 
absent from stillborn infants despite contamination 
of these same areas by amniotic fluid and blood. 

The peak effect of hyaline membrane formation 
seemed to occur in the group of infants delivered prior 
to the onset of labor with intact membranes. The 
author believes that this occurs in the short time be- 
tween incision of the uterus and delivery, because the 
babies are not depressed and breathe just before de- 
livery. —M. Leon Tancer, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Hydroflumethiazide, a New Oral Diuretic. C. J. 
Epmonps and G. M. Witson. Lancet, Lond., 1959, 2: 
303. 


Tue POPULARITY of mercurial diuretics has been seri- 
ously challenged by chlorothiazide in spite of the 
frequency with which hypokalemia is produced. The 
result of this potassium depletion encouraged further 
research with hydrochlorothiazide and hydroflume- 
thiazide, substances related to chlorothiazide. 

An objective evaluation of diuretics is always diffi- 
cult, but insofar as possible, the authors’ study satis- 
fied most of the criteria of blind and double blind 
research. 

Hydroflumethiazide is about ten times as strong 
and effective, weight for weight, as chlorothiazide 
and causes a more prolonged diuresis of water and 
sodium. Where the one failed, so did the other, but 
in these instances the mercurial, mersalyl, was occa- 
sionally successful. The dose of hydroflumethiazide 
used in the clinical study was 50 mgm. three times 
daily, reduced to 50 mgm. daily for maintenance 
therapy. When effective, the drug produced diuresis 
as soon as treatment was started and continued until 
edema had disappeared. The response in pulmonary 
heart disease was encouraging but by no means com- 
pletely successful. A more encouraging response was 
obtained in ischemic heart disease. ‘The 3 patients 
with cardiac failure associated with thyrotoxicosis 
responded well before or immediately after treatment 
with radioactive iodine. Although chronic rheumatic 
heart disease responded well to the hydroflume- 
thiazide therapy, the single patient with nephrosis 
did not give such a satisfactory response to the drug. 
The ascites of hepatic cirrhosis was not responsive 
to the therapy. 

Other than a tendency to produce hypokalemia, 
hydroflumethiazide was remarkably free of disturb- 
ing side effects. In all cases the potassium loss was 
easily corrected by 1 gm. potassium chloride three 
times daily. The other advantages, which relate to 
bicarbonate excretion and its more prolonged action 
on diuresis of water and sodium, would indicate that 
itis a useful adjunct when diuretics are indicated. 

—Peter L. Scardino, M.D. 


Renal Insufficiency After Oral Administration of a 
Double Dose of a Cholecystographic Medium, Re- 
= of 2 Cases. Ropert M. RENE and SHERMAN M. 

fecinkorr. WV. England J. M., 1959, 261: 589. 


THE AUTHORS report 2 cases of renal insufficiency 
which occurred after oral administration of double 
doses of a cholecystographic medium, iopanoic acid 
amino-2,4,6-tri-iodopheny])-a-ethyl-propanoic 
acid. 

The mechanism is unclear but seemed to be related 
\o idiosyncrasy to either iodide or some other radical 
of iopanoic acid. Both patients recovered completely. 
In reviewing the detailed case protocols, pre-existing 


renal disease, such as pyelonephritis, may appear to 
contraindicate the use of double doses of contrast 
mediums of the kind described. 

—David Rosenbloom, M.D. 


Analysis of 51 Patients with Horseshoe Kidney. 
James F. Gienn. NV. England J. M., 1959, 261: 684. 


To DETERMINE whether or not this congenital anomaly 
is a common or a serious urologic entity, the author 
reviewed the histories of 51 consecutive patients 
whose diagnosis was horseshoe kidney. Of the 51, 31 
were traced for 1 to 22 years. Nearly 60 per cent of 
this group of 31 patients was free of symptoms or 
complications. Only 2 of the 40 per cent died of renal 
complications. 

Twelve of the 51 patients had 19 surgical proce- 
dures that ranged from cystoscopic stone extraction to 
symphysiotomy. Other genitourinary congenital 
anomalies were unusually prevalent in the 51 patients. 
Ureteropelvic obstruction, pelvic reduplication, and 
lower urogenital tract anomalies were not uncommon. 

Fusion of the renal blastema with resultant inade- 
quate migration and rotation produces a transposed 
ureter which may become obstructed and can be re- 
lieved only by symphysiotomy or ureterorenal surgery 
for calculus formation. It is likely that the incidence of 
horseshoe kidney in the general population is higher 
than has been previously suspected, and it is more 
frequently observed in younger patients. But the study 
indicates that a combination of judicious medical 
therapy and surgical correction has resulted in the 
conclusion that the anomaly is not necessarily of seri- 
ous import. —Peter L. Scardino, M.D. 


Injuries of the Kidney. Cuarves Rigser. Am. Surgeon, 
1959, 25: 657. 


A REVIEW WAS MADE Of 137 injured patients admitted 
to the Grady Hospital, Atlanta, Georgia, during a 10 
year period. Gunshot and pistol bullet injuries and to 
some extent stabbings contribute to a 53 per cent 
incidence of penetrating wounds, as contrasted to 
other reported series in which this type constitutes 
about 10 per cent. 

The degree of injury is classified as contusion or 
minor or major laceration with or without extravasa- 
tion of urine. Gross or microscopic hematuria was 
present. Minor lacerations were arbitrarily classified 
as having small parenchymal breaks with accumula- 
tion of 100 c.c. or less of blood adjacent to the kidney. 
Major lacerations gave evidence of greater bleeding 
and obliteration of landmarks on a roentgenogram. 
Extravasation was demonstrated by extension of con- 
trast media beyond the calyceal system. This could 
be manifested by excretory methods, if the patient 
were brought out of shock, but the author preferred 
retrograde studies for better detail. 

The multiple injuries to the intra-abdominal 
viscera necessitated emergency exploration in 38 per 
cent of the patients, making it possible to evaluate 
kidney damage at laparotomy. 
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The majority of the cases, 34 per cent, were classi- 
fied as contusions. Minor and major lacerations made 
up 62 per cent, and there were a few direct traumas 
to the pedicle. Urinary extravasation occurred in 22 
per cent. 

Specific treatment hinges upon the degree of 
laceration and whether or not extravasation of blood 
and urine is present. In cases classified as contusion 
the method of choice is conservative medical observa- 
tion. In all instances other than contusions, clinical 
experience suggests that exploration is indicated, 
making possible to fully appraise the situation and 
apply definitive measures. Hemorrhage could be ar- 
rested, hematomas evacuated, extravasations drained, 
lacerations sutured, and infarcted areas resected. A 
kidney might be salvaged that otherwise may de- 
mand delayed nephrectomy. Late sequellae of inade- 
quately treated injuries have been reported, such as 
calcified perirenal cysts, locular cysts attached to the 
kidney, hydronephrosis, stone, and chronic infection 
with calyceal distortions. 

Case reports, photographs, and statistical tables are 
presented which supplement the contents of the 
article. —Allan K. Swersie, M.D. 


Tumors of the Kidney Pelvis. N. Taycor. 
J. Urol., Balt., 1959, 82: 452. 


‘THE CLINICAL DATA On 32 patients with carcinoma of 
the kidney pelvis are reviewed. 

There are no characteristic symptoms. Gross hema- 
turia was the most frequent complaint, existing in 
90.4 per cent, or 30 patients, over periods varying 
from 6 hours to 13 years. The tumors may remain 
small and bleed infrequently for many years. 

Diagnosis of tumor of the pelvis is suggested by and 
basically must be established by filling defects on the 
pyelogram. Since tumors may arise from any part of 
the epithelial surface, they may give rise to some 
bizarre pictures. The defects have to be differentiated 
from blood clot, nonshadow casting stone, cysts, and 
parenchymal tumors. Seldom is there an increase in 
renal outline. Blockage of the ureteropelvic juncture 
or an infundibulum may give rise to calyceal or pelvic 
hydronephrosis. One-third of patients with pelvic 
tumors may also have tumors involving the ureter or 
bladder. 

It is generally accepted that nephroureterectomy is 
indicated in tumors of the kidney pelvis, regardless of 
the degree of malignancy, provided that the opposite 
kidney is good and both kidneys are not involved. The 
removal of the ureter should include the intramural 
portion, as it may harbor or be the site of recurrent 
tumor. The incomplete removal of the ureter fre- 
quently means another open surgical procedure and 
a much higher incidence of recurrent tumor, 33 per 
cent as compared with 15.4 per cent after complete 
ureterectomy. 

The prognosis of papillary carcinoma of the kidney 
pelvis is unpredictable but generally poor. Regardless 
of the grade of the tumor or the degree of infiltration, 
only 8, or 23.3 per cent, of 30 patients are living more 
than 5 years later. Seventeen patients representing 60 
per cent died in less than 3 years. A few died of condi- 
tions unrelated to the disease. 

A discussion is presented on the several conditions 
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thought to be precursors of carcinoma, such as lesion; 
of the urothelium produced by irritants, stone, and 
infections. The cause of carcinoma of the kidney 
pelvis, however, is unknown. 

—Allan K. Swersie, M.D, 


BLADDER, URETHRA, AND PENIS 


Experimental Investigations Concerning the Poss. 
bility of Biologic Treatment of Uric Acid Stones 
(Experimentelle Untersuchungen ueber Moeglich. 
keiten einer biologischen Behandlung der Harnsaeur. 
FRANCESCO SORRENTINO. Cschr. Urol., 195), 

: 281. 


MEDICAL MANAGEMENT of calculus diseases should 
have as its goal not only the prevention of stone forma- 
tion but also the eventual dissolution of stones thai 
are already formed. At present, treatment consists 
primarily of the forcing of fluids and the removal from 
the diet of food substances that would constitute 
precursors of stone formation. In addition, use is made 
of drugs, to change the pH value of the urine, and 
of estrogens, to increase the excretion of citrates in 
order to dissolve the calcium of calcium stones. 

Drugs have also been used to increase the excretion 
of urinary colloids. Many stones in the urinary tract 
are of a mixed nature and it is not possible to prevent 
their recurrence by diet alone unless this is restricted 
to the point where it would be unacceptable to the 
patient. Attempts to influence colloid excretion in 
the urine by means of hyaluronidase have proved 
ineffective in both the laboratory and the clinic. It is 
very doubtful that salicylates can be helpful in any 
way, for salicylates will not produce an increase in 
the excretion of glucuronides. Bogash and coworkers 
have stated that salicylates hinder the excretion of 
mucopolysaccharides. 

It is still questionable what role urinary colloids 
play in the formation of stones. According to some 
investigators, they form the nidus of a stone; accord- 
ing to others, they are presumed to have a protective 
quality and to prevent stone formation. It is possible 
that there are two types of colloids: those that prevent 
stone formation and those that induce it by forming a 
nidus. It seems to be quite certain that mucopoly- 
saccharides are pathologic colloids and form the nidus 
of stones. According to Boyce, the ground substance 
of a stone is like a sponge, and the crystals of the stone 
are like a cement infiltrating the sponge. If all the 
crystalline material from a stone were dissolved, it 
would have lost only about 10 per cent of its weight. 

At present we have no method of dissolving the 
ground substance of a stone. It may be possible in the 
future, however, to dissolve the ground substance by 
means of enzymes. 

Another approach to the prevention of stone and 
possibly its dissolution is to alter the metabolism of 
the substance forming the stone. This could be appli- 
cable to uric acid stones. To do so one would have 
either to stop short the metabolism of nucleoproteins, 
in order to reduce the production of uric acid, or to 
carry the oxidation of purines beyond the stage o! 
uric acid. 

A review of purine metabolism may be useful. Two 
purine substances that contain nucleic acid and are 


libe: 
gua 
the} 
The 
xan 
thu: 
uric 
con 
tion 
inte 
and 
thre 
amr 
thus 
mar 
shor 
duct 
and 
stag 
xan 
cont 
cule 
| brat 
/ mol 
oxid 
adm 
acid 
Uro 
duct 
thro 
ister 
15n 
beer 
paid 
the 
ther 
ston 
| A 
acid 
in tl 
Sacc 
pe 
siae 
| is nc 
alive 
uric 
Clin 
Hyp 
tic 
Ex 
AFTI 
tion 
degr 
little 
and 
As 
hype 
or cl 
men 
the ; 
repa: 


lesions 
e, and 
kidney 


Possi- 
Stones 
eglich. 
nsaeur- 
» 1959, 


should 
forma- 
es that 
onsists 
al from 
astitute 
made 
ie, and 
‘ates in 
eS. 
cretion 
'y tract 
orevent 
stricted 
to the 
tion in 
proved 
ic. It is 
in any 
ease in 
workers 
‘tion of 


colloids 
some 
accord: 
otective 
possible 
prevent 
rming a 
copoly: 
1e nidus 
ibstance 
he stone 
"all the 
yived, it 
weight, 
fing the 
le in the 
ance by 


one and 
olism of 
ye appli- 
ild have 
proteins, 
id, or to 
stage of 


ful. Two 
and are 


liberated during protein metabolism are adenine and 
guanine. Through the enzymes, adenase and guanase, 
they are converted into hypoxanthine and xanthine. 
The latter two substances are oxidized by an enzyme, 
xanthine oxidase and xanthine dehydrase, and are 
thus converted into uric acid. With the appearance of 
uric acid, the metabolism of the purines in man is 
concluded. In animals, on the other hand, the oxida- 
tion continues, and uric acid is converted through 
intermediate steps to allantoin, by means of uricase, 
and the allantoin is then converted to allantoic acid, 
through allantoinase, and is further reduced to 
ammonia and then to carbonic acid hydrate. It is 
thus evident that uric acid levels in blood and urine of 
man could be reduced in two ways: either by stopping 
short the purin metabolism before uric acid is pro- 
duced or by carrying the enzymatic process further 
and metabolizing uric acid to other end products. 

In order to halt the metabolism of purines at the 
stage of xanthine and hypoxanthine, the enzyme 
xanthine oxidase must be blocked. Xanthine oxidase 
contains an atom of molybdenum in each of its mole- 
cules. Higgins and Reid have shown that in verte- 
brates tungsten will act as an antagonist to the 
molybdenum and block the production of xanthine 
oxidase. The author has reported on the effect of the 
administration of tungsten on the formation of uric 
acid in man, at the thirtieth congress of the Italian 
Urologic Association and has shown that the pro- 
duction of xanthine oxidase in man can be blocked 
through the use of tungsten. The tungsten is admin- 
istered as a solution of sodium tungstenate in doses of 
15 mgm. per os daily. No ill effects of any kind have 
been reported after the administration of this sub- 
stance. With this form of therapy, in patients who 
paid no attention to the diet, it was possible to lower 
the uric acid level in both blood and urine. At present, 
there is no proof that tungsten therapy will prevent 
stone formation. 

An attempt has also been made to influence uric 
acid metabolism and to depress the level of uric acid 
in the blood and urine by means of injections of 
Saccharomyces cerevisiae. Ten cubic centimeters of a 
5 per cent glucose solution of Saccharomyces cerevi- 
siae have been injected intramuscularly. This yeast 
is not affected by antibiotics and can be recovered 
alive in the urine. The saccharomyces metabolize 
uric acid to allantoinitic acid and to allantoin. 
Clinically, however, this sort of therapy is not practical. 

—S. Richard Muellner, M.D. 


Hypospadias, Its Repair in 100 Cases, and a Sugges- 
tion for Modifying the First Stage Repair. H. H. 
Evetsrock. 7. Internat. Coll. Surgeons, 1959, 32: 268. 


AFTER HE HAD PERFORMED the Denis Browne opera- 
tion for hypospadias on 100 patients with varying 
degrees of the anomaly, the author observed certain 
little variations that are perhaps worthy of attention 
and trial by others. 

As is customary, the first stage of repair of the 
hypospadiac penis consists of correction of the chordee 
or curvature due to corpora spongiosa maldevelop- 
ment. When the patient is more than 18 months old, 
the author as well as others perform the first stage 
repair by the use of a transverse incision into the 
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penile skin between the anomalous meatus and the 
glans penis and well out into the hoodlike prepuce. 
The fibrous corpora spongiosa and related fibrotic 
tissues are excised from the glans to well behind the 
anomalous meatus. Prior to the longitudinal closure 
of this transverse incision, the triangular flaps of the 
skin raised near the glans in the first stage of the 
classical Denis Browne procedure are shifted into the 
tunnel that has been made through the glans from the 
blind meatus. The full end of the flap is sutured to the 
margins of the stab wound in the tip of the glans. 

The second stage of the Denis Browne operation is 
performed after the patient is 2.5 years of age and 
consists of the well popularized flap technique in 
which a strip of skin is delineated on the venter of the 
penis in the midline approximately one-third the 
penile diameter. Two triangular areas on the glans 
are denuded of epithelium, after which the under- 
mined lateral skin edges are approximated over the 
midline skin strip with‘ double stop suture” of derma- 
lon anchored with wooden beads held in place by the 
crushed aluminum cylinders. Fine chromic catgut is 
used to approximate the distal margin of the flaps to 
the denuded area on the glans and to each other. All 
sutures are applied loosely. ‘The urinary stream in the 
second stage is diverted by way of a perineal ure- 
throstomy or, in those patients with deep perineal 
hypospadias, by way of a suprapubic cystostomy. 

The results obtained by the author are indeed en- 
couraging and will no doubt enhance the popularity 
of the already well known Denis Browne repair of 
hypospadias. ‘The author’s suggestion for modification 
of the first stage repair is worth trying. 

— Peter L. Scardino, M.D. 


GENITAL ORGANS 


The Role of Testicular Vascular Anatomy in the Sal- 
vage of High Undescended Testes. R. Fow er, Jr., 
and F. Doucias STEPHENS. Austral. N. Xealand 7. 
Surg., 1959, 29: 92. 


‘THERE ARE a number of high undescended testes that 
cannot be brought into the scrotum without tension 
by orchiopexy. Whether abdominal reposition, mul- 
tiple stage orchiopexy, or scrotal fixation under ten- 
sion are employed, poor surgical results frequently are 
obtained. The authors have restudied the surgical 
anatomy of the testis blood supply and present a 
method of treatment. 

They attempted to discover whether the testicular 
artery has anastomotic branches, and if so, whether 
these are functionally adequate for survival of the 
testis after ligation of the main testicular artery. The 
testicular artery is not an end artery anatomically. No 
anastomotic vessels enter the substance of the testis 
directly from the head or tail of the epididymis. 
Anastomotic testis blood supply can reach it only by 
way of the main testicular artery or its proximal main 
major superficial branches. 

The secret of testicular survival lies in the high li- 
gation of testicular vessels, ligation at a level at which 
the anastomotic branches are least likely to be in- 
jured. The authors believe that the main testicular 
artery in man is not a functional end artery; it con- 
tains in most cases an adequate anastomotic supply. 
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The blood supply of the undescended testis is not 
necessarily the same, but the authors have demon- 
strated that such an anastomotic blood supply also is 
present here. 

Twelve testes of 11 patients were operated upon. 
Testicular angiography was employed, both by pass- 
ing a polyethylene catheter through the inferior epi- 
gastric artery to the external iliac artery and upward 
to a predetermined level in the aorta or iliac vessels 
and by varying the level of the catheter tip to produce 
a retrograde filling. In some instances, a bulldog 
clamp was placed temporarily across the testicular 
vessels, leaving the vas and its vessels unoccluded. In 
only 4 patients was this procedure successful enough 
to demonstrate filling of the spermatic cord vessels. 
The authors also employed the “bleeding test.” A 
small bulldog clamp was placed across the testicular 
vessels and a biopsy incision was made through the 
tunica albuginea; if an anastomotic blood supply 
exists, bright arterial bleeding will take place from the 
cut terminal twigs of the testicular artery. This sign of 
an anastomotic blood supply is subsequently con- 
firmed by noting whether there is a flow of bright 
arterial blood from the distal end of the testicular 
artery after the latter is divided. 

Of the twelve testes, traced for 4 to 22 months, 
eight are regarded as good anatomic results on the 
basis of satisfactory size, shape, consistency, and posi- 
tion within the scrotum. Two of the other four testes 
atrophied completely, the third, which was hypoplas- 
tic and misshapen at surgery, remained so, and the 
fourth remained high and small, although biopsy, 22 
months later, showed surviving testicular tissue. 
Biopsies were taken from four testes from the “‘ good 
result”? group; these showed viable testicular tissue at 
periods of 6, 7, 17, and 18 months, respectively, after 
division of the testicular vessels. 

— David Rosenbloom, M.D. 


The Operative Results and Statistics of Vas Deferens 
Epididymal Anastomosis in the Excretory Azoosper- 
mias (Resultats opératoires et statistiques de lanas- 
tomose épididymo-déférentielle dans les azoospermies 
excrétoires). H. BALYE. Ann. ostet. gin., 1959, 81: 160. 


ANASTOMOSES were carried out between the vas defer- 
ens and epididymis, unilaterally or bilaterally, in 178 


patients. Of 130 of the patients whose azoospermia 
was cured, 56 engendered 89 infants. In the matter of 
sexual fertility these figures do not tell the whole 
story; undoubtedly some of the female partners of the 
other couples were infertile or relatively infertile; some 
of the patients are still too recently operated upon {or 
proper evaluation; some were lost to view; and some 
died soon after the intervention was carried out. 

The author and collaborators have shown jn 
previous reports that impermeability of the vas 
deferens or excretory ducts of the epididymis does not 
necessarily induce an arrest of the process of sperma- 
togenesis; this process is only benumbed at most, it is 
not completely halted. When the obstruction devel- 
ops, large cells, which the author has designated 
‘*spermatophages” ingest the spermatozoids which 
would otherwise be discharged with the semen. How- 
ever, at times, the process of spermatophagy does not 
keep up with the process of spermatogenesis; the 
spermatozoids distend the convoluted tubules to the 
point where the tubules rupture—analogous to what 
occurs in the rupture of an arterial aneurysm—the 
spermatozoids flood the surrounding tissues, and ulti- 
mately produce a marked fibrous sclerosis which must 
be widely excised at operation. 

Frequently, after reconstitution of excretory duct 
function, the study of the semen shows oligospermia 
and asthenospermia the correction of which is slow, 
even under the stimulus of intense hormone therapy; 
in these instances the author is accustomed to wait for 
at least 2 years before pronouncing the original oper- 
ation a failure. However, reintervention has been car- 
ried out on 10 patients with 7 positive results. In the 
first operation on all patients the author placed the 
original anastomosis in the body of the epididymis, in 
order to leave the head of the organ intact for the 
possible reintervention. 

On the whole, the author believes that the oper- 
ation of anastomosis between the vas deferens and the 
epididymis is indicated in all cases of excretory 
azoospermia. The operation is without danger; the 
restoration of the permeability of the excretory ducts 
is obtained in 70 per cent of patients; and, if success is 
not obtained, the patient’s condition remains the 
same as before treatment, and the other body functions 
are not disturbed. —John W. Brennan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Frequency and Nature of Sports Injuries. AuGustus 
THORNDIKE. Am. 7. Surg., 1959, 98: 316. 


THE AUTHOR PRESENTS the experience of sports in- 
juries over the last 17 years at Harvard University. 
During this period there were 3,453 injuries, most 
of which were not serious, among 14,375 contestants. 
Approximately two-thirds were sprains, strains, and 
contusions, a sprain being defined as a lesion involving 
ligamentous tissue and a strain as involving muscular 
or tendinous tissue. It was found in this series that 
contusions of the knee are greater in number than 
ligamentous sprains, whereas in the ankle, ligamentous 
sprains are more frequent than contusions. 

All team physicians must be able to diagnose the 
injury and must be acquainted with its pathology 
in order to prescribe or administer the appropriate 
treatment. One never knows when a serious injury 
may occur and one must be alert to the early signs 
of shock in a rupture of the spleen or kidney. Other 
injuries that can be serious are those of the head. 
Unrecognized cerebral concussion in a player con- 
tinuing to participate can result in great harm. Other 
serious injuries in contact sports are in the nature of 
fractures and dislocations. The author believes that 
roentgen ray equipment and a trained technician 
should be in the medical room of the field house for 
early diagnosis. Over 60 per cent of the fractures in 
this series occurred in the bones of the face, the 
fingers, the hands, the toes, and the feet. 

The more common injuries are sprains, strains, 
and contusions, but the serious complete rupture or 
avulsion of a ligament or tendon does occur and must 
be recognized promptly. Muscle, tendon, and ligament 
tissues, when torn, do not proliferate and heal like 
the epithelium of an abrasion; rather, the healing 
takes place by fibroelastic repair. This scarring of 
highly specialized tissue results in a weak spot, hence 
the likelihood of recurrent sprains and strains. The 
greater the hemorrhage the larger the deposit of 
fibrous scar. 

The treatment of athletic injuries falls into two 
stages. In the first stage therapy is aimed at con- 
trolling hemorrhage whether it be from a ruptured 
viscus, a contused brain, a fracture, or a sprain. The 
seriously injured are, of course, hospitalized im- 
mediately, but the field house should be adequately 
equipped to take care of minor fractures, most dis- 
locations, and all sprains, strains, and contusions. 
Cold is applied immediately after injury for 30 minutes 
and followed by a sponge rubber compression bandage 
after fracture has been ruled out. If hemarthrosis 
has developed before the patient is seen, the applica- 
tion of cold is of no use. A compression bandage is 
then applied after arthrocentesis. The third item of 
immediate treatment is an order for rest and no weight 
bearing for 24 hours. 

The second stage of treatment begins 24 hours 
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later. For sprains, strains, and contusions treatment 
in the second stage begins as soon as control of hemor- 
rhage is established, usually in 24 to 48 hours. Em- 
phasis is focused on lymphatic absorption of the 
waste products of hemorrhage in order to minimize 
scar deposits. Wet heat to the region, whirlpool bath 
daily, and relative immobilization are used. Com- 
plications such as tendovaginitis crepitans, osteo- 
chondritis dissecans, and myositis ossificans do occur. 
Hydrocortisone and hyaluronidase may aid in the 
dissipation of hemorrhage, but procaine is condemned. 

Because of the nature of the common sports injuries 
and the serious potential recurrences, certain re- 
strictive and supportive adhesive strapping is required 
to be applied daily for practice or game. These 
strappings are well illustrated in the article. 

—David FE. Hallstrand, M.D. 


Athletic Injuries to the Shoulder Region. H. F. 
MoseELey. Am. 7. Surg., 1959, 98: 401. 


SraTisTics sHow that 8 to 13 per cent of injuries 
sustained in competitive sports involve the shoulder. 
In this article the author discusses the subject from 
the point of view of the surgical specialist to whom 
the patients are referred for treatment. 

Injuries of the glenohumeral joint make up the 
largest group of these injuries. This joint most com- 
monly suffers dislocation in sports. The anterior 
dislocations are produced by forcible abduction and 
external rotation of the humerus. Posterior disloca- 
tions follow forced internal rotation of the adducted 
limb. The anterior dislocations occur below the 
coracoacromial line and anterior to the long tendon 
of the triceps around the pivot of the coracohumeral 
ligament. The soft tissues form two components: (1) 
the anterior soft tissue mechanism consisting of the 
labrum, the anterior capsule, the synovial lining, the 
related bursae, and the subscapularis and (2) the 
posterior soft tissue mechanism consisting of the poste- 
rior capsule and labrum from the bicipital groove 
backward and including the supraspinatus, the infra- 
spinatus, and the teres minor tendons. In dislocation, 
generalized stretching and tearing of the anterior and 
posterior soft tissue mechanisms as a whole or any 
of the localized parts may occur, with or without 
various osseous lesions. 

The clinical picture is well known and obvious, 
but the self-reducing subluxation is more difficult 
to diagnose. The three common methods of reduction 
are discussed. In the case of primary dislocation, the 
professional athlete is often permitted to return to 
competitive sports in 8 to 10 days wearing a protective 
harness; ideally motion is restricted for 4 weeks. 

Operative treatment is advised after the second 
or third dislocation and now consists of some type of 
anterior capsule repair. The author uses an extra- 
articular vitallium rim in his repairs. No attempt is 
made to restrict the full range of motion after the 
fourth postoperative week, and all limbs eventually 
attain normal motion. 
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The author finds that fractures of the upper end of 
the humerus occur quite commonly in young athletes. 
These include contusion fractures, of either the pos- 
terolateral or anteromedial type, produced by primary 
or recurrent dislocations of the head in either direc- 
tion. Avulsion fractures also occur and usually in- 
volve the greater tuberosity. This lesion might be 
better understood if it were designated a fracture 
avulsion of the rotator cuff. If reduction to anatomic 
position follows manipulation, healing is allowed to 
occur for 3 weeks before any great range of motion is 
permitted. If retraction is present after reduction of 
the dislocation, open operative repair is indicated. 

Fractures of the coracoid process caused by direct 
impingement of the displacing head are rarely dis- 
placed and do not require special treatment. Rupture 
of the rotator cuff in the young is unusual, since the 
strength of the tendon is greater than that of its 
bony attachment. Fractures of the clavicle are com- 
monly sustained in all impact sports and bear im- 
portant relations to the brachial plexus and axillary 
vessels. 

Subluxations and dislocations of the acromiocla- 
vicular joint are usually called “‘shoulder separations.” 
The patient may have an indefinite syndrome, with 
pain and limitation of the arm-trunk movements. 
The following two tests are valuable in localizing 
the pain. (1) Ask the patient to place the hand of the 
affected side on the opposite shoulder, then press the 
elbow strongly to the opposite side. This will increase 
the pain in acromioclavicular injuries. (2) Ask the 
patient to go through the circumduction movements. 
In severe injuries this effort will be too painful. 

Conservative treatment with a sling and strapping 
is advocated initially, but there is a great difference 
of opinion on further treatment if this fails. The author 
excises the distal three-fourths inch of the clavicle 
and sutures the end of the clavicle to the coracoid 
with braided silk or nylon or with fascia. 

Injuries of the sternoclavicular joint are much less 
common. This joint is concerned in all movements of 
the arm-trunk mechanism. Complete dislocations 
present a problem in early decision. The author 
advocates operative intervention using the fascial 
repair of Bankart. — David E. Hallstrand, M.D. 


The Nervous Arthropathies of Diabetes, with a Study 
of the Neurologic Context, and Nosologic, Patho- 
genetic, and Therapeutic Discussion (Les arthro- 
pathies nerveuses du diabéte. Etude du contexte 
neurologique: Discussion nosologique, pathogénique, 
et thérapeutique). H. Micuet, J. Caucnorx, 
and J. Campser. Presse méd., 1959, 67: 842. 


‘THE AUTHORS’ CASE was reported in a previous com- 
munication, together with a discussion of its clinical 
and radiologic aspects and a review of the literature 
on the subject since this rare form of Charcot’s joint 
was first described by Jordan in 1936. 

The authors’ patient was a 30 year old woman 
with long-standing diabetes mellitus that was severe, 
unstable, and too frequently neglected. There was 
also present bilateral cataract, retinopathy, and 
marked anemia. 

The neuropathy was characterized by a dissociated 
syndrome of the extremities: in the lower legs there 


was total anesthesia to pain and thermal stimulation 
but conservation of tactile sensations. Vibratory (tun- 
ing fork) sensation was abolished. Deep sensibility 
was undisturbed. There were no important subjective 
symptoms, other than a few instances of paresthesia. 
There were no motor disturbances. The tendon re- 
flexes were present. The pupils were equal but nar- 
rowed; the light reflex was abolished; accommodation 
was preserved, but the responses were feeble. Blood 
pressure was unstable, and there were attacks of 
sweating and diarrhea. 

The nervous arthropathy followed two pathologic 
fractures. The first was a spiroid break of the tibia 
which was treated by osteosynthesis. The second was 
a bimalleolar fracture without displacement of the 
fragments, which was treated with a plaster cast but 
became aggravated and finally developed a vicious 
form of consolidation with osteoporosis and areas of 
shadow defect (geodes). A typical Charcot foot of 
extremely crippling nature developed rapidly, with 
marked varus of the foot and destructive lesions of 
the tarsal bones. 

Corrective resection of the subastragalus and proxi- 
mal tarsal joints was performed, with simple, apyretic 
healing. When the cast was removed the patient be- 
gan to walk about without difficulty. The foot was 
stable and without pain. 

Later a superficial staphylococcic abscess developed 
after a cutaneous excoriation caused by scratching. 
When the abscess was incised it healed rapidly, al- 
though a subacute inflammatory condition persisted 
whose evolution remains uncertain. 

The present communication is concerned with the 
nosologic, pathogenetic, and therapeutic aspects of 
the subject. The nosologic aspects may be dismissed 
with the brief statement that the disease picture varies 
considerably in intensity but less in character. The 
therapeutic aspect is practically exhausted with the 
hypothesis that further familiarity with the subject 
will probably show that the manifestations will be 
controlled, or at least ameliorated, by a better con- 
trol of the basic diabetic factor. 

The pathogenetic aspect, however, assumes in the 
authors’ case a considerable interest. The corrective 
resection in this case furnished material for micro- 
scopic study. The histologic examination of the tissues 
removed demonstrates the presence of osteolysis and 
a marked inflammatory involvement of the arteries 
and arterioles supplying the part. There was no evi- 
dence of any infectious basis for the inflammatory 
reaction. 

Thus, the authors believe that, in the face of the 
evidence of general trophic nervous disturbances, the 
lesion encountered in their patient may be best ex- 
plained as neurotrophic and as originating in, or 
being sustained by, an arterial vascular involvement 
of diabetic origin. — John W. Brennan, M.D. 


Varus Deformity of the Elbow mg | Supra- 
condylar Fractures of the Humerus in Ch 
P. R. Frencu. Lancet, Lond., 1959, 2: 439. 


Cusitus varus after supracondylar fractures of the 
humerus in children is usually caused by internal 
rotation of the distal fragments. This may be recog- 
nized roentgenographically when it is not apparent on 
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clinical examination. The anteroposterior roentgeno- 
gram very frequently shows that the supracondylar 
ridges on the upper fragment are of unequal length, 
the internal ridge commonly being longer than the 
external. Provided that the lateral roentgenogram is 
correctly centered on the elbow joint, the forward 
direction of the spike of the medial supracondylar 
ridge indicates that the shaft of the humerus is ex- 
ternally rotated, and this results in a relative internal 
rotation of the lower fragment. 

In reducing supracondylar fractures, traction is 
applied with the elbow flexed and the forearm pro- 
nated, countertraction being supplied by an assistant 
holding the upper arm and attempting to keep the 
humerus in neutral rotation. Lateral shift of the distal 
fragment is first corrected, and then rotation of the 
lower fragment, using the forearm as a lever. Posterior 
angulation is then abolished by pressure of a thumb 
on the olecranon and increasing the flexion of the 
elbow. 

In the late correction of the deformity, surgical 
intervention is necessary. The lower end of the 
humerus is approached from the back through an 
incision splitting the triceps. The lateral half of the 
triceps is detached from its insertion and reflected up- 
ward. By this means, the posterior surface and lateral 
border of the humerus can be seen. The ulnar nerve 
should be identified on the medial side. Two drills are 
inserted which can act as a guide to the plane of the 
desired osteotomy and their position is checked by 
roentgenogram. Before the bone is cut across, two 
screws are inserted above and below the guides and 
parallel to them. 

The wedge is then excised. The bone is cut across 
with a mechanical saw as far as possible, but the inner 
periosteum is left intact as a hinge. The cut surfaces 
are then approximated by tightening a wire connect- 
ing the heads of the two screws. 

—C. Fred Goeringer, M.D. 


Congenital Deformities of the Hand (Deformita con- 
genite della mano). GuIsEPPE CANEPA and CESARE 
SANGUINETTI. Arch. chir. ortop. med., 1959, 24: 109. 


Forty cases of congenital deformity of the hand are 
reported from the Orthopedic Clinic of the University 
of Genoa, Italy. They were observed from 1954 to 
1958. These 40 cases comprise 10 per cent of a total of 
390 skeletal malformations. The male sex predom- 
inated in this series (55 per cent). In 37 per cent the 
lesions were bilaterally located. 

_ The 40 skeletal malformations of the hand included 
instances of syndactylia, brachydactylia, oligodactylia, 
manus torta, polydactylia, clinodactyly, and campto- 
dactylia. Ilustrative cases are documented in the 
original text by photographs, roentgenograms, and 
diagrams for each of the principal groups. 

_ The classification used by the authors in this study 
is based on the morphologic manifestations. This 
manner of grouping has, of course, no reference to 
pathogenesis; it was chosen merely because it permits 
an organic exposition of the complex picture here 
encountered. The authors do not wish to give the 
impression that, from the study of their own material 
and from a perusal of the literature, they favor a 
multiplicity of causal effects, that is, that they con- 


sider for their cases of oligodactylia a theory of 
arrested development, and for their cases of poly- 
dactylia a theory of atavism or a process of super- 
regeneration. They have concluded that all these 
malformations are the result of a defect of the normal 
processes of differentiation of the embryonic germinal 
buds which are already delineated (brachydactylia) 
or a failure of formation of the embryonic germinal 
bud (oligodactylia) and they should be classified in a 
unitarian sense as diverse manifestations of a deficiency 
of development. —John W. Brennan, M.D. 


Specific Paratrochanteric Bursitis (Le borsiti speci- 
fiche paratrocanteriche). Virrorio GentA, Arch. chir. 
ortop. med., 1959, 24: 73. 


ELEVEN cases of tuberculous involvement of the para- 
trochanteric bursae observed at the Hospital of Santa 
Corona in Pietra Ligure, Italy, are evaluated with 
reference to their anatomic, clinical, roentgenographic, 
and anatomopathologic characteristics. 

In none of these patients was there any evidence of 
involvement of the hip joint. In 4 the clinical mani- 
festations consisted of pain on pressure over the greater 
trochanter with the formation of abscess in this same 
region 1 to 8 years after the initiation of the symptoms 
of local pain and tenderness. In these 4 instances 
fistulas eventually developed. In another 4 cases the 
abscess was the first indication of trouble; in none of 
these did a fistula develop. In 4 instances there was a 
history of a primary tuberculous lesion in the lung or 
elsewhere in the body (vertebra). 

In 3 of these patients the result of a roentgeno- 
graphic examination was negative; in the remainder 
the roentgenograms revealed irregularity of the 
marginal contour of the lateral aspect of the greater 
trochanter. These roentgenographic findings repre- 
sent the criterion for determining whether or not to 
perform surgery. When the result of the roentgeno- 
gram was negative conservative measures such as 
plaster cast immobilization, aspiration of abscesses, 
or injection of the abscess cavity, which was always 
superficially located, with antibiotic preparations, 
were found to be sufficient. When superficial involve- 
ment of the cortex of the trochanter was encountered, 
conservative measures were given a preliminary trial. 
This measure became of particular significance after 
the advent of the antibiotics, since in nonsurgical 
cases this method of treatment should result in rapid 
disappearance of the disease manifestations. If the 
antibiotics failed to bring about satisfactory ameliora- 
tion of the manifestations, the patient was referred to 
the surgeon. 

The surgical treatment consisted of total ablation 
of the trochanter with excision of the contiguous 
bursae. It was not considered sufficient to remove the 
obviously diseased bursa or bursae, but all the bursae 
in the region of the affected trochanter were sought 
out and removed in order to forestall the possibility 
of leaving a nidus for the subsequent development of a 
recurrence. —John W. Brennan, M.D. 


Fibrous Ankylosis of the Extended Knee. C. P. VAN 
Nes. Arch. chir. Neerl., 1959, 10: 357. 


Durinc the last 5 years the author has observed and 
treated 20 patients with extra-articular and intra- 


articular fibrous ankylosis of the extended knee at the 
State University of Leyden, Holland. 

His indications are (1) little or no articular de- 
rangement; (2) sthenic subjects, under 50 years of 
age; (3) the willingness to accept a prolonged, 
strenuous postoperative treatment; and (4) that all 
physiotherapeutic measures have failed for 6 months 
prior to surgical undertakings. In the author’s cases, 
the cause of fibrous ankylosis was femoral fracture in 6 
cases, fracture of the upper tibial condyle in 3, 
patellar fracture and infected arthrotomy in 2 cases 
each, prolonged immobilization in 6, and femoral 
osteomyelitis in 1. In short, the whole gamut of 
etiologic factors entails an adverse organic fibrous 
adhesion of the synovial membrane of the knee and 
tibiocondylar articulation, and shortening of the 
ileotibial tract and femoral quadriceps, coupled with 
freezing of the periarticular and intra-articular ele- 
ments of the patella. 

The treatment consists of a combined arthrolysis 
and quadriceps relaxation with tenotomy of the 
vastus medialis and lateralis. Both retinacula are 
tenotomized to expose the anteromedial and antero- 
lateral tibiofemoral condyles to permit at least 60 
degrees flexion of the knee. Occasionally the iliotibial 
band is also tenotomized. Neither the cruciate nor 
collateral ligamentous apparatus needs any reparative 
procedures. Long, complicated skin incisions should 
be avoided. Skin sloughs may result. For a more 
detailed description of the technique, the reader is 
referred to the original article. 

—Samuel L. Governale, M.D. 


The Pathology and Classification of Talipes. DeEnis 
Browne. Austral. N. Zealand 7. Surg., 1959, 29: 85. 


‘THE AUTHOR SUGGESTS that talipes should be taken as 
meaning a condition in which the foot has all its nor- 
mal elements but is congenitally mis-shapen in a way 
that could be reproduced by the action of external 
moulding forces. 

It is impossible to arrange the feet inside the uterus 
in such positions that they do not, in one way or 
another, come in contact with the wall of its cavity. 
Consequently, in moulding deformities it is always 
possible to find a convex surface corresponding to the 
uterine concavity, and situated so that it corresponds 
to either abnormal position or abnormal pressure. 

One of the strongest confirmations of the moulding 
hypothesis is the occurrence of what may be called 
“mutual deformities.” This consists in deformities of 
the two feet which have the relation to each other of a 
coin and the die which struck it; that is to say, 
although of different shape they fit snugly together. 
This is especially common in the extreme degrees of 
pressure and malposition which are assumed to cause 
the syndrome of Arnold-Chiari deformity plus lumbar 
spina bifida plus talipes. 

The normal position of the lower limbs in fetal life 
is with the thighs flexed on the body, the knees bent, 
and the soles of the feet pressed against the uterine 
wall. Owing to this position the range of movement of 
the feet of the newborn baby is different from that of 
the adult in having a much greater range of move- 
ment into calcaneus and a consequently decreased 
range into equinus. The excess of power in the calf 
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muscles over those that dorsiflex the foot soon changes 
this after birth. Any departure from this position in- 
evitably brings new forces to bear on the feet, with 
pathologic results of varying degree. 

Metatarsus varus is constantly either overlooked, 
being confused with the common inward clutching 
of the feet of the newborn, or else mistaken for the 
much more serious condition of true clubfoot. It is the 
easiest of all deformities of the foot to cure if treated 
early. 

Congenital dislocation of the head of the astragalus 
has been put forward as an explanation of clubfoot. 
How this dislocation could mould the heel and ankle 
behind it is not discussed; and in any event this 
hypothesis gives no explanation of all the other 
varieties. 

Duraiswami in 1952 asserted that he can produce 
talipes and dislocation of the hips in chickens by 
dosing the embryos with insulin. The obvious explana- 
tion of his results is that the insulin so wrecks the bony 
structures of the embryo that it cannot stand up to the 
normal forces of compression inside the egg. Much 
the same effect can be seen on the bones of newborn 
infants with osteogenesis imperfecta; and the talipes 
of arthrogryposis may also be compared. 

It would hardly be necessary to mention that the 
moulding hypothesis does not account for every kind 
of congenital deformity if this objection were not so 
frequently made. —C. Fred Goeringer, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


A Method of Spinal Fusion. H. H. Boucuer. 7. Bone 
Surg., 1959, 41-B: 248. 


THE AUTHOR describes a method of spinal fusion that 
he has used for the past 12 years and which he believes 
will give the required stability during the period of 
fusing, shorten the time needed to obtain fusion, and 
make the development of a pseudarthrosis unlikely. 
A midline incision is made. The soft tissue is com- 
pletely removed from the spinous processes and 
laminae of the fifth lumbar vertebra and from the 
upper part of the body of the sacrum, out to and 
including the capsule of the lumbosacral joint. Ex- 
cision of the fatty tissue just lateral to the ligamentum 
flavum exposes a bowl-like cavity surrounded by bone 
except on its medial aspect. It is formed superiorly 
by the lamina of the fifth lumbar vertebra, laterally 
by the pedicle of the first part of the sacrum, inferiorly 
by the first sacral lamina which also forms the floor, 
and medially by the ligamentum flavum. A screw 1.5 
to 2 inches in length is driven through the lamina of 
the fifth lumbar vertebra on each side just medial to 
the lateral articulation in an anteroinferior and 
lateral direction. It enters the ala of the sacrum 
obliquely, just lateral to the sacral canal at the base 
of the superior process, and traverses almost the full 
anteroposterior diameter of the ala. The drill hole is 
made with a long stainless steel pin, three thirty- 
seconds of an inch in diameter, introduced by a 
hand drill, the flexibility of the pin making it possible 
by firm pressure to bend and guide it in the desired 
direction. If the spinous process of the fifth lumbar 
vertebra is in the way of the screwdriver it may be 


treat 


rem 
post 
| surg 
tion 
fasci 
elev. 
is re 

and 
| supe 
is CU 
bon 
narr 
rour 
sent! 

are 
furtl 
tion: 
bone 
the « 
pres: 
proc 
are | 
furtl 
seco: 

are 
| plete 
mort 
T 
in b 
hosp 

| 

it is 
|: 
to w 
liftin 
R 
| the 
, tion 
ally 

well 

The 

with 
later 
Er 
tissu 
the « 
| the f 
bone 

was 
place 
illust 
cada 

The 
lon 
Ge 
41. 

THE 
centr 

The 
cause 

This 
ment 
Th 


inges 
n in- 
with 


ked, 
hing 
r the 
is the 
‘ated 


valus 
foot. 
inkle 

this 
other 


duce 
by 
lana- 
bony 
o the 
fuch 
born 
Jipes 


t the 
kind 
ot so 


Dd. 
Bone 


lieves 
od of 
, and 
ly. 
com- 
and 
1 the 
and 
ntum 
bone 
riorly 
erally 
riorly 
floor, 
w 1.5 
ina of 
ial to 
and 
crum 
base 
e full 
ole is 
hirty- 
by a 
ssible 
esired 
mbar 
ay be 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 289 


removed. Cancellous bone is obtained from the 
posterior superior spine of the ilium that faces the 
surgeon. It is easily reached by subcutaneous reflec- 
tion of the original skin incision. The overlying deep 
fascia is then incised, the roof of the iliac spine is 
elevated by a broad osteotome, and the spongy bone 
is removed with a large curette. The roof is replaced 
and snugly sutured to prevent the formation of a 
superficial hematoma. The cancellous bone obtained 
is cut up into crumbs with strong scissors. The cortical 
bone of the bowl-like cavity is elevated by thin, 
narrow osteotomes, and a little ingenuity will sur- 
round this cavity with hinged bleeding flaps. The pre- 
senting posterior margins of the lateral articulations 
are turned laterally with an osteotome to present 
further bleeding surfaces, but otherwise the articula- 
tions are left intact to preserve stability. The spongy 
bone is packed firmly into this prepared bed, using 
the convex side of a broad curved periosteal elevator 
pressed against a folded gauze sponge. ‘The spinous 
processes of the first sacral and fifth lumbar vertebrae 
are turned up and down in an interlocking manner; 
further bone may be turned up from the first and 
second sacral laminae and any spare crumbs of bone 
are added as mortar. When the operation is com- 
pleted, fixation is firm and the bone mass is usually 
more than adequate. 

The patient is encouraged to move about actively 
in bed and to get up in a few days. The average 
hospital stay is 1 week or 10 days. No external sup- 
port of any kind is worn for lumbosacral fusions, and 
it is seldom necessary to support double level fusion. 
Spondylolisthesis is the exception. Activity is restricted 
to walking for 12 to 16 weeks, with no bending or 
lifting, the patient being taught to flex knees and hips. 

Roentgenograms are taken about 4 months after 
the operation and, if these are satisfactory, rehabilita- 
tion of the lower part of the back is begun. Occasion- 
ally the cancellous bone has not become sufficiently 
well organized and a few degrees of motion are seen. 
The patient is then asked to continue being careful 
with activity, and repeat roentgenograms a few weeks 
later will usually show no evidence of movement. 

Emphasis is placed on thorough removal of soft 
tissue, correct placement of screws of good length, 
the exposure of bleeding bone wherever possible in 
the fusion area, and the use of well packed cancellous 
bone. Root irritation from screw contact in 2 patients 
was due to faulty technique. The method of screw 
placement to avoid this complication is described and 
illustrated by roentgenograms and photographs of a 
cadaver specimen. —Preston 7. Burnham, M.D. 


The Central-Graft Operation for Fusion of Tubercu- 
lous Knees, Ankles, and Elbows. GEorcE W. 
GorpeR and Cuten-MIn Cuen. J. Bone Surg., 1959, 
41-A: 1029, 


THE TREATMENT of tuberculous joints by means of a 
central graft operation was proposed by Hatt in 1940. 
The method is especially applicable to children be- 
cause the grafts do not interfere with bone growth. 
This report gives the results of the method in the treat- 
ment of tuberculosis of the knee, ankle, and elbow. 
Thirty-four patients with tuberculous knees were 
treated by central graft fusion. Ten of these had dual 


fusions. The method essentially consists in removing 
an autogenous graft from either bone, preparing a slot 
for it across the articular surfaces and driving the 
graft into the slot until it is in proper position for 
fusion. In adults, usually the cartilage on the under- 
surface of the patella is removed. This is not done in 
children, because the patella will fuse with the epi- 
physial surface of the femur, resulting in loss of growth 
of the anterior part of the femur. 

Successful fusion of the knee was secured in 15 chil- 
dren. There was, in time, some variation in the length 
of the limb after the fusion, shortening in some and 
lengthening in others. The most frequent complica- 
tion was the occurrence of genu recurvatum in 4 cases. 
This resulted from fusion of the patella to the femur. 
It has not occurred since the removal of the patellar 
cartilage has been stopped in children. 

Single central graft fusion was carried out in 9 pa- 
tients. All operations were successful. One complica- 
tion, fracture of the central graft, occurred and was 
corrected with reoperation. In elderly patients with 
long-standing disease who were unable to withstand 
a long open operation, the dual central graft opera- 
tion was performed. This procedure was successful in 
8 of 10 adult patients. 

Tuberculosis of the ankle joint responded well to 
fusion by the central graft operation. Nine patients, 4 
children and 5 adults, were treated for tuberculosis of 
the ankle joint by this method. All were successful. 

Central bone grafting was not so successful in the 
treatment of tuberculosis of the elbow. Six patients 
were treated by this method. Five of these eventually 
fused, but 2 required second operations and 1 was a 
complete failure. 

Technical details of the operative procedure for 
each of the joints are presented. Results are well illus- 
trated by photographs of the roentgenograms. The 
authors believe that the method is a good one for 
fusion of tuberculous joints.— Donald C. Geist, M.D. 


The Ischiofemoral Arthrodesis of Foley, as Modified 
by Zanoli-Goidanich (L’artrodesi ischio-femorale di 
Foley modificata secondo Zanoli-Goidanich). S. 
Zappott and R. BarsBarto. Chir. org. movim., 1959, 47: 
163. 


THE METHOD OF ZANOLI AND GoIDANICH of the Rizzoli 
Institute of Bologna, Italy, modified from the oper- 
ative technique described by Foley employs the 
posterolateral S-incision proposed by Brittain. This 
incision exposes the posterior aspect of the upper end 
of the femur and the anterior portion of the ischial 
bone; the ischiatic nerve is not exposed but is pushed 
out of the field along with the ischiofemoral muscle 
structures. The incision extends downward on the 
upper third of the thigh, exposing the posterolateral 
surface of the femur to facilitate removal of the femoral 
graft. 

Osteotomy is performed on the femoral shaft in the 
intertrochanteric area, and the transplant is procured 
from the femoral cortex, beginning at the surface of 
the osteotomy cut and extending downward for 2 to 
2.5 cm. This osseous fragment is then fixed so as to 
bridge the cut surface of the osteotomy and a flap 
that is prepared in the ischial bone. Medialization of 
the distal osteotomy stump is carried out, and the 


operation is completed by closure of the operative 
wound in layers. 

Twenty patients on the authors’ service have now 
been operated on in the manner described. All had 
firm consolidation of the involved bone structures. 
Although one of the transplants fractured 3 months 
after its application, it healed again satisfactorily after 
a renewed period of immobilization. 

In none of the 20 patients was there any evidence 
of vascular or nerve injury. 


— John W. Brennan, M.D. 


Arthroplasties of the Hip in Rheumatoid Arthritis 
(Arthroplasties de la hanche dans les rhumatismes 
inflammatoires). J.-J. HERBERT. Rev. chir. orthop., Par., 
1959, 45:424. 


Few operations have caused more controversy than 
arthroplasty of the hip. Yet, one cannot cast an over- 
all judgment on this operation without carefully 
scrutinizing the various techniques available and the 
cases in which they are applied. 

It is currently admitted that degenerative rheuma- 
tism seldom benefits from arthroplasty, which actually 
yields good results in only carefully selected patients 
with well defined anatomically pathologic conditions. 
On the other hand, arthroplasty seems to be the 
treatment of choice in rheumatoid arthritis. 

In the last 8 years 53 patients with rheumatoid 
arthritis had 98 operations. These figures readily 
emphasize the frequency of bilateral and also itera- 
tive operations on certain patients. Various techniques 
were utilized during the first 5 years: 25 simple cups; 
15 simple prostheses; 20 cervicocephalic prostheses; 18 
prostheses associated with a cup; and 3 Girdlestone 
operations. 

However, in the last 3 years, two techniques only 
were used: simple cup and cervicocephalic prosthesis, 
with or without a cup. 

The simple cup seems particularly indicated in 
chronic evolutive polyarthritis which usually shows 
no tendency to fusion. In these forms, especially in 
younger subjects, the cup is believed to give adequate 
protection for the future and yield better late results. 

A cervicocephalic prosthesis with a cup is indicated 
in ankylosing spondylarthritis, in view of its con- 
siderable tendency toward ankylosis. Utilization of a 
cup is apt to reduce the incidence of arthrosis of the 
acetabulum as well. In their report to the 1956 Inter- 
national Conference on Rheumatoid Disease, Merle 
d’Aubigné and others have confirmed the excellent 
over-all results in both mobility and relief of pain 
obtained by these two techniques. Corticotherapy 
gives inconstant results and is usually of transient 
benefit. It seems that following the old dogma of the 
necessity of a quiescent state of lesions prior to opera- 
tion still gives the best results. 

In conclusion, it is believed that arthroplasty is 
justified in all varieties of rheumatoid arthritis, that is, 
in (1) bilateral forms, especially when stiffness is 
accentuated, with or without faulty position; (2) 
faulty positions, if there is stiffness and ankylosis; and 
(3) rheumatoid arthritis of the young, as from age 14 
to 15. 

As to the selection of techniques, it is believed that 
ankylosing spondylarthritis should be treated with 
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large cervicocephalic prostheses; chronic evolutive 
polyarthritis with simple cups; and rheumatoid arthri- 
tis of the young with simple cups. 

—C. A. Muller, M.D, 


Transacetabular Central Dislocation in the Operative 
Treatment of Arthrosis of the Hip (La luxation in- 
terne trans-acétabulaire dans le traitement opératoire 
des arthroses de la hanche, Technique de Charnley), 
J. Depeyre and C. A. Hucuer. Rev. chir. orthop., Par., 
1959, 45: 397. 


TRANSACETABULAR central dislocation, introduced in 
1952 by J. Charnley, is described as the intrapelvic 
penetration of the femoral head, shaped into the form 
of a cylinder, through a likewise cylindrical orifice 
drilled in the acetabulum. 

Charnley originally devised this operation as a new 
type of arthrodesis. However, since many patients in 
whom fusion had actually failed to occur frequently 
displayed excellent function, absence of pain, and 
better functional adaptation, the principles of central 
dislocation were gradually modified, the ultimate goal 
being a stabilization rather than a fusion of the 
articulation. 

Stabilization is easily achieved by central disloca- 
tion thanks to two characteristics. 

1. The fitting of the femoral cylinder into the cylin- 
drical acetabular orifice in itself prevents abduction- 
adduction as well as external or internal rotation, thus 
permitting only movements of flexion-extension. 
Stability of the hip is secured by the protrusion of the 
femoral cylinder, which provides a bone _ block 
opposing adduction, and also by the tonus of the 
adductor muscles which lock the femoral head in its 
orifice. 

2. Central translation of the femoral shaft com- 
pletely modifies the distribution of pressures and 
yields the same advantages as MacMurray’s osteot- 
omy. It is then obvious that if conditions of stability 
are obtained, whether or not ankylosis eventually 
develops is of little importance. Therefore, in the 116 
patients who represent the authors’ material, no 
attempt was made to influence bone fusion. 

The best indication for central dislocation seems to 
be unilateral coxarthrosis, either essential or second- 
ary to hip malformation. With regard to operative 
technique, some special instruments are needed 
which differ slightly from the usual arthroplasty set. 
Spinal anesthesia seems preferable, as it minimizes 
the bleeding and decreases the narcosis intoxication. 
With the patient in a supine position, the skin is 
opened with a T shaped incision. The transverse 
branch of the T is actually vertical and begins at the 
anterosuperior iliac spine. Special care must be given 
to a correct moulding of the femoral head as well as 
to the drilling of the acetabular orifice, and proper 
positioning of the femoral head must be ascertained 
by roentgenograms. Postoperative immobilization 1s 
of the usual type and duration, but active muscular 
contractions are required from the patient as soon as 
he has been returned to his room. 

Between 1954 and 1956, 116 patients were operated 
on by Charnley’s method with a mortality of 4.5 per 
cent. Postoperative thrombosis developed quite fre- 
quently but there were no deaths. Technical imper- 
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iections were found to be mainly extrapelvic disloca- 
tion of the femoral head, errors in the direction of the 
axis of the drilling, and genu valgum. Postoperative 
fracture of the femoral neck occurred in 9.4 per cent 
of the patients and was probably due to impairment 
of the blood supply. 

Ankylosis, complete within 6 to 8 months post- 
operatively, seems to occur more frequently than 
yseudarthrosis which usually yields a mobility of 5 to 
45 degrees in flexion-extension. 

Functional results are usually evaluated on the 
basis of persistent pain, fatigue, difficulty of ambula- 
tion, and functional integrity of the knee joint. 
According to these criteria, functional results were 
excellent or good in 71 per cent of the patients, satis- 
factory in 25 per cent, and poor in 4 per cent. 

In the light of the authors’ investigation, it seems 
that only ankylosis of the hip joint guarantees com- 
plete suppression of pain. Mobility, if hypothetically 
favorable to the protection of adjacent articulations, 
will result in a persistence of pain in more than 50 per 
cent. Coxofemoral ankylosis should therefore be 
sought in the majority of patients. However, mobility 
of the central dislocation should not be rejected alto- 
sether. It seems that this “failure” still retains some 
advantages, particularly in bilateral coxarthroses, in 
female patients, and when certain professions are con- 
sidered. 

The ideal proposition with regard to transacetabu- 
lar central dislocation would be to succeed in realiz- 
ing at will either ankylosis or mobility. Central dis- 
location would then result in either an excellent 
arthrodesis or a simple stabilization of the hip, which 
would be of benefit to patients in whom coxofemoral 
block is not desirable. —C. A. Muller, M.D. 


Simultaneous Reduction and Reconstruction in Con- 
genital Dislocation of the Hip. (Text in Polish). 
W. Deca, J. and Potakowskt. Chir. narz. 
ruchu, 1959, 24: 117. 


THE AUTHOR describes his experiences with an im- 
pressive number of patients treated at the Orthope- 
dic Clinic at Poznan, Poland. Over a period of 10 
vears, 1,250 cases of congenital dislocation of the hip 
were seen. Of this number, 762 patients were treated 
with open surgery. 

The surgical procedure combines capsular acetab- 
oplasty with intertrochanteric or subtrochanteric 
osteotomy. The capsular acetabuloplasty is based on 
the method described by Colonna. Through the 
osteotomy, the angle of anteversion of the femoral 
neck is corrected. A shortening of the femur is also 
carried out if necessary to compensate for the con- 
tracture of muscles and soft tissues in long established 
cases of dislocated hips. This operation has the ad- 
vantage of eliminating the preliminary period of 
keletal traction usually required prior to Colonna’s 
procedure. It also corrects in one surgical procedure 
the usual three abnormal components of congenital 
dislocation of the hip: shallow acetabulum, high 
angle of anteversion, and contractures of the muscles 
and soft tissues. The operation shortens the total time 
of treatment and immobilization. 

Some 398 hips operated on were traced for more 
than 2 years and form a basis for this analysis. 


Age seems to influence the results. In the group 
of children under the age of 6, good results were 
obtained in 84 per cent. In children over the age of 6, 
good results were obtained in only 23 per cent. There 
were 4 deaths, which were felt to be due to imperfect 
methods of anesthesia and shock treatment. There 
were no deaths among the authors’ patients during the 
last 5 years. 

Complications consisted of osteochondrosis—coxa 
plana—in 28 per cent of the cases. Of this total group 
of complications, 70 per cent were slight and transient 
only; the remaining 30 per cent were more severe 
and occurred in the older group of children. It is 
believed, therefore, that this type of treatment should 
be applied to children less than 6 years of age. 

—<. W. Sobol, M.D. 


The Treatment of Unreduced Congenital Dislocation 
of the Hip in Adults.| P. A. Rinc. 7. Bone Surg., 1959, 
41-B: 299. 


Ir 1s undoubtedly true that many adults with a per- 
sistent dislocation of the hip pass their lives without 
demanding orthopedic treatment. However, most are 
severely disabled and, even in the absence of arthritic 
changes, their difficulties increase with age. It is 
against this background of a progressive locomotor 
disturbance that the results of surgical treatment 
must be judged. 

The author has traced the records of some 40 
patients older than 21 years who had had operative 
treatment for unreduced congenital dislocation of 
their hips at several London hospitals. 

The onset of degenerative arthritis with its attend- 
ant pain usually drives these patients to seek surgical 
relief. Instability of the hip, shortening of the leg, and 
usually spinal deformity are concurrent disabilities. 
Several procedures have been used in the treatment 
of this problem in the adult. 

Conclusions by the author indicate that high 
osteotomy of the femur appeared to have little place 
in the treatment of the painful dislocated hip. Low 
osteotomy of either the Schanz or Batchelor type 
appeared to be of value mainly as a salvaging pro- 
cedure when other measures had failed to give relief. 
Arthrodesis as a primary operation was successful in 5 
of 6 patients; however, if it was performed after 
arthroplasty or osteotomy it was successful in only 1 
patient. The cup arthroplasties gave partial relief, but 
did not permit increase in activity. High osteotomy 
of the femur was undertaken in 11 patients with uni- 
lateral dislocation, but pain was rarely relieved, and a 
stiff hip resulted in 7. 

— Preston 7. Burnham, M.D. 


Treatment of Hip Tuberculosis with “Dynamic 
Osteotomy.” (Text in Polish). G. WeysFtoc and D. 
SARNECKA. Chir. narz. ruchu, 1959, 24: 131. 


THIS SURGICAL PROCEDURE on the tuberculous hip 
joint is performed in one or two stages, depending 
upon the severity of the infection. It consists of the 
excision of the diseased bone and tissue and of an 
osteotomy of the femoral shaft. The osteotomized up- 
per shaft of the femur is placed and affixed to the 
remainder of the shaft in an oblique or transverse 
position using internal fixation. 
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This procedure preserves motion, and the proximal 
portion of the femur supports the pelvis, permitting 
fair locomotion and standing. 

Of 85 patients followed up over a period of 5 years, 
52 had good or satisfactory results and 33 had poor or 
unfavorable results. 

The author believes that more careful selection of 
cases may improve the results of the treatment of this 
condition. —X. W. Sobol, M.D. 


FRACTURES AND DISLOCATIONS 


Fractures and Dislocations of the Cervical Spine (Frac- 
tures et luxations du rachis cervical). J.-O. RAMADIER 
and J.-J. PERRAGUIN. Ann. chir., Par., 1959, 13: 901. 


Tus stupy included 83 cases of fractures and disloca- 
tions of the cervical spine, 67 of which were recent 
injuries and 16 of which were sequelae of old injuries 
of the cervical spine. ‘Two groups of cases are dis- 
cussed: injuries to the first and second vertebrae and 
injuries to the distal five vertebrae. 

In the first group there were 10 cases of fractures of 
the odontoid process, the fracture line always being 
located transversely at its base. In more than half of 
the cases bony union never occurred. Very often the 
injury to the odontoid process was overlooked until 
later when symptoms of spinal cord compression 
developed. Five patients in this group had fractures of 
the posterior arch of the axis. In these cases union 
developed rapidly and as a rule there were no residual 
disabilities. Fractures of the atlas were diagnosed in 
5 patients who had occipital neuralgia and limitation 
of rotation of the spine. A bone-grafting operation was 
found to be the treatment of choice. 

The second group comprised 9 cases of fracture of 
the vertebral bodies and 49 cases of dislocations and 
subluxations. Fractures of the vertebral bodies were 
caused as a rule by hyperextension injuries and were 
usually associated with injuries to the spinal cord. 
Dislocations and subluxations were associated either 
with fracture of the articular facets or with fracture of 
the laminae and pedicles. Fractures of the articular 
facets caused injuries to the nerve roots with subse- 
quent motor or sensory defects. Dislocations with as- 
sociated fractures of the laminae very rarely caused 
injuries to the spinal cord while dislocations without 
associated fractures caused injuries to the spinal cord 
in more than half of the cases observed. 

Routine treatment consisted of skeletal traction 
through the skull in line with the longitudinal axis of 
the cervical spine. Initially 8 to 10 kgm. traction was 
used, this being reduced later to about 4 to 5 kgm. A 
minerva cast was applied on the sixth or up to the 
thirtieth day. Unfortunately the ultimate results were 
discouraging. In 4 of 6 cases of fracture-dislocation of 
the second and third cervical vertebrae, reduction 
was incomplete or dislocation later recurred. In only 
one-third of all cases of fracture-dislocation of the five 
distal cervical vertebrae was the reduction considered 
satisfactory. 

Based on these observations primary open reduc- 
tion with internal fixation appeared indicated. The 
operation was performed with the patient under 
either local or general anesthesia. Reduction usually 
was easily accomplished. In fracture-dislocation of 


the distal cervical vertebrae a circular wire was used 
for internal fixation. The wire was placed through the 
laminae of the affected vertebrae. Additional bone. 
grafting procedures appeared unnecessary. Laminec. 
tomy without internal fixation was performed jp 
2 cases. —George I. Reiss, Jr., M.D. 


Perilunate Dislocations of the Carpus (Sulle lussazionj 
perilunari del carpo). Riccarpo Tuccr and Lric; 
RoMANINI. Ortop. traumat. app. motore, 1959, 27: 197, 


THE AUTHORS REPORT on a series of perilunate disloca- 
tions of the carpus observed at the Orthopedic and 
Traumatologic Clinic of the University of Rome 
Medical School, Rome, Italy. The series here pre. 
sented is composed of patients selected from a larger 
group of those with this kind of dislocation. 

The first part of the article is devoted to the class- 
fication, incidence, sex distribution, pathogenesis, 
symptomatology, and prognosis of this clinical entity, 
The authors followed Schenk’s classification, accord. 
ing to which the most frequent type of dislocation js 
the transnavicular-perilunate associated with fracture 
of the os radiale and displacement of its fragments. 
Perilunate dislocations of the carpus are quite rare 
and are more frequently encountered in males. They 
are generally due to palmar or dorsal hyperflexion of 
the wrist. Clinical symptoms are often lacking. A 
highly detailed discussion is presented on the surgical 
treatment of this condition. 

In the authors’ opinion indications for open reduc- 
tion are represented by (1) recent dislocations that 
do not seem reducible by the closed technique, and 
(2) the patients who come under clinical observation 
1 month or more after the accident. 

The technique of the surgical reduction of the 
perilunate dislocation of the carpus adopted by the 
authors is as follows. Reduction of the dislocation is 
obtained with a dorsal approach, and the fixation is 
secured by the insertion of two Kirschner’s wires in 
such a way as to cross at an acute angle the longitudi- 
nal plane of the carpus. The two wires are then re- 
moved when the final cast is applied. A few clinical 
cases are described in detail. All of the patients 
treated in this way were traced for several years after 
the operation and in all instances a complete func- 
tional restoration was achieved. 

In closing, the authors emphasize the importance 
of the open surgical treatment of this condition, par- 
ticularly in view of the fact that patients with perilu- 
nate dislocation of the carpus seem to have the 
tendency to come late under clinical observation. 
The good results obtained by the authors offer further 
support to the belief that open reduction is the treat- 
ment of choice for this kind of dislocation, as con- 
pared with the traditional approach. 

— Maria Serratto, M.D. 


Marginal Fractures of the Pelvis (Le fratture marginal! 
del cingolo pelvico). O. Capretiini, G. L. Lorenzi, 
and G. ParRENTI. Chir. org. movim., 1959, 47: 177. 


Tuts REVIEW of 81 cases of marginal fractures of the 
pelvis is collected from the files of the Rizzoli Inst- 
tute, Bologna, Italy and covers a period of 60 years. 

The series represents 10.39 per cent of all patients 
with fractures of the pelvis treated in that institution. 
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The authors offer a number of statistical considera- 
tions on the sex and age of the patient and incidence 
and mechanism of the fracture. According to their 
figures this type of fracture is more frequent in males 
than females—85.1 per cent versus 14.8 per cent— 
and in the fourth decade of life—23.75 per cent. In 
88.75 per cent of the cases the fracture was due to 
trauma directly applied to the pelvis; in 10 per cent 
the trauma was indirect. In one instance the fracture 
was incidentally detected and therefore no anamnestic 
data were available. 

The fractures representing this series are divided 
into two main groups, simple and multiple. The first 
group includes the following types of fractures: (1) 
iliac crest, 49 cases; (2) superoanterior iliac spine, 13 
cases; (3) acetabulum, 10 cases; (4) ischium, 4 cases; 
(5) inferoanterior iliac spine, 1 case; and (6) supero- 
posterior iliac spine, 1 case. 

The second group includes: (1) fractures of the 
iliac crest and superoanterior iliac spine, 2 cases, and 
(2) fractures of the superoanterior and inferoanterior 
iliac spines, 1 case. 

The treatment is related to the limited importance 
of these types of fractures which in most instances do 
not require any active procedure. Immobilization has 
been achieved in most cases by simple bed rest; only 
rarely was a cast necessary. Of the 49 patients with 
fracture of the iliac crest, 34 were treated with from 
15 to 30 days of simple bed rest; in the remaining 15 
patients a cast was required. The cast seems to be 
more necessary in case of fractures of the superoan- 
terior iliac spine and of the acetabulum. No treatment 
at all was ever instituted for the fracture of the 
ischium, besides an adequate period of physiotherapy. 

— Maria Serratto, M.D. 


Fractures of the Femoral Neck in Children, PEKKA 
PettoKALLio and M. KurkipAA. Ann. chir. gyn. fenn., 
1959, 48: 151. 


FRACTURES OF THE FEMORAL NECK are rare in children. 
Of 600 patients with fractures in the region of the 
femoral neck treated in the Los Angeles General 
Hospital, Los Angeles, California, only 2 were 
children. Since a growing bone and epiphysial lines 
are involved, the fracture is more critical in children. 
Fractures of the hip in children can be classified in the 
following 4 groups: (1) the epiphysial type; (2) the 
transcervical type; (3) the cervicotrochanteric type; 
and (4) the intertrochanteric type. 

Six children with fracture of the hip were treated 
from 1947 to 1958 at the Regional Hospital of Central 
Finland. All of the patients had been subjected to 
severe trauma. 

Treatment consisted of reposition by surgical means 
in 2 cases in which the femoral head had become dis- 
placed from the acetabulum. This treatment was 
followed by traction therapy. A poor result followed 
because of aseptic necrosis of the femoral head. In the 
remaining 4 cases, treatment was conservative, con- 
sisting of tibial traction for 6 weeks and plaster sup- 
port for another 6 weeks. In 2 cases, a slight coxa vara 
followed, but the functional result was good in all of 
the patients. 

The femoral head is less well vascularized in 
children than in adults, since the artery at the 


fovea capitis femoris of the ligamentum teres does not 
penetrate the cartilage of the femoral head. Thus the 
blood supply to the femoral head and the center of 
ossification is concentrated in the arteries running 
from the direction of the capsule. Gradual develop- 
ment of the anastomosis of the capsular arteries 
with those of the fovea appears to begin between ages 
12 and 14. This anatomic difference accounts for the 
great number of capitular necroses in children, as well 
as for the slow recovery of children who have suffered 
this fracture. 

The best results were obtained from traction 
therapy in abduction for not less than 3 months. 
Weight bearing was then gradually resumed. Gentle 
and considerate manipulations were found to be very 
important. —J. Robert Close, M.D. 


Distal Tibioperoneal Epiphysial Detachment (Distac- 
chi epifisari tibio-peroneali distali). S. Rivero. Ortop. 
traumat. app. motore, 1959, 27: 171. 

THE AUTHOR reports a series of 66 cases of tibio- 

peroneal epiphysial detachment observed from 1947 

to 1955 at the Maria Vittoria Hospital, Turin, Italy. 

The first part of the article is devoted to a review of 

the literature on the subject as well as to a detailed 

description of the pathogenesis, diagnosis, prognosis, 
and treatment of this condition. 

The cases in the author’s series can be divided into 
six main groups: (1) epiphysial detachments without 
displacement of the fragments, 11 cases; (2) epiphysial 
detachments with laminar fracture of the tibia, 9 
cases; of the fibula, 5 cases; (3) epiphysial detach- 
ments with fracture of the tibial diaphysis, 11 cases; 
of the fibula, 2 cases; (4) epiphysial detachments with 
fracture of the tibial epiphysis, 9 cases; of the fibula, 
none; (5) epiphysial detachments with fractures of the 
tibial diaphysis and epiphysis, 6 cases; of the fibula, 
none; and (6) epiphysial detachments of the tibia 
with fracture of the lower third of the fibula, 18 cases. 

The treatment has been conservative in the great 
majority of cases. In fact, in only 6 patients has a 
surgical procedure been necessary; in all others a 
simple reduction under general anesthesia was suff- 
cient. Surgical treatment was required in 3 cases of 
inveterate epiphysial detachment and in 3 other 
instances in which displacement of the fragments was 
so marked as to make a manual reduction impossible. 
The immobilization was afforded by means of a 
temporary fenestrated cast which was exchanged 
after 15 to 20 days for a deambulatory cast. The total 
period of immobilization averaged 55 days, ranging 
from 40 to 60. In only one instance was it necessary 
to have the cast worn for 90 days. 

The results obtained were evaluated with a follow- 
up study for periods ranging from 2 to 8 years in 30 
patients only and are considered favorable in all but 
2 patients. In 1 case a functional impairment of the 
ankle joint was present; in the second instance a de- 
formity in abduction resulted. 

In order to evaluate possible difference in length of 
the leg, the Biichner method was applied. This 
enabled the author to detect differences in length of 
skeletal segments of less than 1 cm., not detectable by 
other means. A shortening of 1 cm. or less was found 
in 43.3 per cent of patients. 
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From the results here presented, the author con- 
cludes that the prognosis of this lesion is, as a rule, 
favorable but always correlated to the degree of 
crushing of the epiphysis. The closed method of reduc- 
tion seems to be suitable to secure a good functional 
and anatomic repair in the great majority of the 
patients. — Maria Serratto, M.D. 


Transchondral Fractures, or Osteochondritis Disse- 
cans, of the Talus, ALBeRt L. BERNDT and MICHAEL 
Harty. 7. Bone Surg., 1959, 41-A: 988. 


OsTEOCARTILAGINOUS LESIONS of the talus have been 
variously described both as fractures and as osteo- 
chondritis dissecans. The present report is an effort to 
clarify the misunderstanding about the disease and to 
classify it properly. ‘The study included the review of 
case records, a review of the literature, efforts at the 
experimental production of the lesion, and correla- 
tion of all of the findings. 

Review of the medical literature on osteochondral 
lesions of the talus reveals 2 cases of loose bodies in the 
ankle joint, 30 cases of flake fractures, and 151 cases of 
osteochondritis dissecans, a total of 183 cases. Eight 
patients had bilateral involvement, making a total of 
191 fractures. These lesions have been given many 
different names in the literature. The authors propose 
that they be called transchondral fractures. 

Transchondral fracture has been defined as a frac- 
ture of the articular surface of a bone produced by a 
force transmitted from the articular surface of a con- 
tiguous bone across the joint and through the articu- 
lar cartilage to the subchondral trabeculae of the 
fractured bone. ‘Two types occurred. One was a small 
area of compressed trabeculae with or without drain- 
age to the overlying cartilage. The other was an avul- 
sion of an osteocartilaginous flake. 

Two hundred and fourteen instances of transchon- 
dral fractures were identified. It occurred most often 
in males, at any age, but most frequently in the third 
decade and was more frequent on the right side. The 
lateral border of the talus was involved in 43.7 per 
cent of the cases and the medial border in 56.3 per 
cent. There were 15 per cent stage 1, 36 per cent stage 
2, 28 per cent stage 3, and 21 per cent stage 4 cases. 

Various opinions as to the cause of this lesion have 
been reviewed. Most observers have adhered to the 
belief that trauma is the primary cause. The authors 
have carried out an anatomic investigation to clarify 


this point further. Using amputated extremities and 
a special block to hold the foot, the effect of varying 
applications of force was investigated. The lesion was 
reproduced in 3 instances. The lateral lesion was 
found to result from strong inversion of the dorsiflexeq 
ankle. The lateral collateral ligament of the ankle 
played a large part in the stage that resulted. Rupture 
of this ligament had to occur before a second Stage 
injury would result. Medial lesions were produced by 
plantar flexion, inversion, and lateral rotation of the 
tibia upon the talus. Rupture of the deltoid ligament 
was needed for production of stage 2 or 3 lesions. Both 
mechanisms are diagrammatically illustrated in the 
report. 

The essential disorder consisted in the occurrence of 
the fracture followed by immediate development of 
avascular, aseptic necrosis of the bony part of the frag. 
ment while the cartilaginous part was alive. There 
followed either union of the fragment or nonunion of 
the fracture with later osteoarthritis. 

There were no pathognomonic symptoms or signs 
of transchondral fractures. The findings were essen- 
tially those of an acute inversion sprain with pain, 
tenderness, swelling, and limitation of motion. An 
acute phase, lasting for weeks or months, was noted. A 
chronic phase, the symptoms of which were essentially 
those of osteoarthritis, often followed. The diagnosis 
was made by roentgenographic examination and re- 
quired several different views and great care. An 
anteroposterior view, an oblique view at 10 degrees 
of medial rotation, and a lateral view were found to 
be the necessary minimum. 

Conservative treatment consisting of rest, adhesive 
strapping, and elastic bandages, was reported in 163 
cases of fracture. The results of such care were good in 
16.9 per cent, fair in 8.5 per cent, and poor in 76.4 
per cent. 

Operative treatment was carried out in 70 patients. 
It consisted in arthrotomy without definitive surgery, 
removal of the fragment in 90.3 per cent of cases, and 
replacement of the fragment in 4.2 per cent. Replace- 
ment of the fragment produced good results in all pa- 
tients. Removal of the fragment resulted in good re- 
sults in 84 per cent of the patients. The results of both 
forms of treatment were essentially the same in chil- 
dren and adults. Final appraisal of the results of treat- 
ment should await a minimum of 2 years follow-up. 

—Donald C. Geist, Af.D. 
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Thoracic Aortography in Infants and Children. Ros- 
ERT S. CARTWRIGHT and S, RICHARD BAUERSFIELD. Ann. 
Surg., 1959, 150: 266. 


WHEN THE DIAGNOSIS cannot be made on the basis of 
clinical findings, thoracic aortography is indicated in 
infants with functional cardiac difficulties thought to 
be due to a left-to-right shunt at the pulmonary artery 
level. The procedure is also used in the evaluation of 
certain cases of suspected coarctation of the aorta. 
Apparently, the authors perform aortography on all 
females with coarctation, because of the high in- 
cidence of unusual types. The “sick infant” with 
coarctation and the presence of unusual physical signs 
are further indications. 

Astandardized technique that has proved safest and 
satisfactory is described. Briefly, the left common 
carotid artery is exposed with the patient under 
general endotracheal anesthesia. The artery is oc- 
cluded distally with a temporary ligature. A poly- 
ethylene catheter is passed into the artery proximally 
and secured with another temporary ligature. After a 
test dose, 1.0 c.c./kgm. body weight of 35 per cent 
miokon, sodium diprotrizoate, is injected rapidly 
while the right common carotid artery is occluded by 
the anesthetist. A single roentgenogram is taken 
simultaneously with the completion of injection. With 
this method there were 52 satisfactory aortograms 
from 53 studies and no deaths. 

Aortography was attempted 93 times in 92 patients. 
In a group of 25 patients studied in 1953 and 1954, 
before the procedure became standardized, there were 
16 satisfactory aortograms, 2 deaths, and 2 incom- 
plete procedures because of untoward reactions. The 
deaths were attributed to technical errors. Since 1954 
68 aortograms have been made in 67 patients. The left 
carotid approach was used in 53. The remaining 15 
were performed via the right carotid, left brachial, or 
left axillary artery. The only death since 1954 occurred 
ina 4 year old child with patent ductus arteriosus and 
severe pulmonary hypertension. Injection had been 
made through the right carotid artery. Death was 
attributed to congestive heart failure and _ possible 
cerebral damage from the dye. 

In the entire series of 93 aortograms there were 83 
satisfactory studies resulting in a definitive diagnosis 
in 34 patients. Lesions demonstrated include patent 
ductus arteriosus in 17; coarctation of the aorta in 13, 
patent ductus associated with coarctation in 2; and 
interruption of the aortic arch in 2. Most of the re- 
maining patients with normal aortograms were con- 
sidered to have interventricular septal defects. 

—Lockert B. Mason, M.D. 


Effect of Anticoagulants on Recanalization. ALEXAN- 
DER TAYLOR and Hiram E. Essex. Circulation Res., 
1959, 7: 658. 


THIS EXPERIMENTAL STUDY was Carried out to investi- 
gate recanalization of a clot occluded vein or artery. 
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Intravenous thrombi were produced in rabbits and 
an attempt was made to ascertain the average time 
required for the recanalization. A radiopaque me- 
dium, diodrast, was gently introduced into the throm- 
bosed veins distal to the thrombus at intervals of 1 or 2 
days, and phlebograms were made. In each instance 
serial phlebograms revealed gradual lysis of the clot 
with final complete recanalization permitting the 
contrast medium to flow through it rather than 
through collateral channels. 

The next project was to determine the effect of 
dicumarol and tromexan on the rate of recanaliza- 
tion. It was demonstrated that the rate of recanaliza- 
tion was considerably faster in animals receiving 
dicumarol or tromexan, the average time being 5.5 
days, as contrasted with the average time of 14.6 days 
required in animals which did not receive these 
drugs. —Robert A. Nabatoff, M.D. 


Ten Years’ Experience with Varicose Vein Stripping. 
MatrHew H. Evoy. Northwest M., 1959, 58: 1251. 


‘THE AUTHOR presents a history of vein stripping and 
his own experience with the operation during the past 
10 years. ‘The operation is compared to the high liga- 
tion and retrograde injection method that was used by 
this author formerly, which serves as a useful back- 
ground for evaluation. 

Complications have been rare. The heavy indura- 
tions, the extensive bloody extravasations, and the 
postoperative discomfort are not complications but 
merely calculated and anticipated aftermaths of a 
highly traumatic operation. The incidence of postop- 
erative deep thrombophlebitis and thromboembolism 
have been amazingly low considering the necessary 
avulsion of perforating venous trunks along the path 
of the greater saphenous vein. Postoperative infections 
have been rare even without the use of antibiotics 
during the last 2 years of this 10 year period. 

Recurrent varicosities have been found in nearly 
all cases, but these are usually well handled by oc- 
casional sclerosing injections. Postoperative swelling 
has not been observed and probably should not occur 
when the criteria for operability of the varicose veins 
have been carefully evaluated. 


Varicose Veins and Superficial Thrombophlebitis 
(Varicoflebitis, tratamiento quirtirgico). VICENTE F, 
PaTaRo and Micuet ZamwMAN. Prensa méd. argent., 
1959, 46: 267. 


SupERFICIAL thrombophlebitis is a common complica- 
tion of varicose veins. Although its diagnosis is not 
difficult, unfortunately this complication has always 
been mistreated. The general practitioner usually 
employs in its treatment two therapeutic measures: 
antibiotics, which are useless because infection is very 
seldom present in superficial thromboses of the vari- 
cose veins, and complete bedrest, which is also an 
illogical measure because it facilitates the complica- 
tions that have to be prevented—deep thrombosis and 
pulmonary embolism. 
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Medically, it can also be treated by means of anti- 
coagulants and phenylbutazolidine. Both have been 
shown to be of value. Many surgeons treat this condi- 
tion by division and ligation of the saphenous vein 
and its collaterals. Although this procedure prevents 
most of the possibilities for a deep venous thrombosis, 
it does not prevent all of them. For that reason, the 
authors recommend the following technique that they 
have been employing for several years. This technique 
consists in stripping the saphenous vein and ligating 
all of the incompetent communicating veins exactly 
as it is done in the standard operation for a com- 
plicated varicose vein disease. 

The authors also state that not a single patient has 
refused the operation when it is explained to them 
that at the same time they get treatment of the com- 
plication and cure of the disease. 

It has been stressed that this technique is recom- 
mended only for superficial venous thrombosis. In 
case of a deep venous thrombosis the authors believe 
that surgery should not be advised and that anti- 
coagulants are the treatment of choice. 

—Rafael G. Sorrentino, M.D. 


Varicose Veins Complicated by Ulcers of the Leg (Var- 
ices essentielles compliquées d’ulcéres de jambe). C. 
FriLeux and M. Hopara. Presse méd., 1959, 67: 1384. 


Or 151 patients having varicose veins complicated by 
leg ulcers, 145 were completely cured as determined 
by follow-up 1 to 8 years after treatment. In 75 cases 
the varices appeared during childhood, and 38 cases 
were associated with obesity. 

After the acute symptoms of infection and dermati- 
tis about the ulcer had been controlled, the authors 
proceeded directly with surgical therapy consisting of 
ligation of the great saphenous vein at the sapheno- 
femoral junction and stripping of the vessel distally, 
unilaterally, or bilaterally if necessary. Lesser saphe- 
nous varicosities were handled in similar fashion at 
the same operation. Hypertonic glucose was injected 
into the distal trunk, and postoperatively on the sixth 
to eighth day residual varices were injected at one or 
two sittings. Prophylactic anticoagulant therapy was 
instituted on the second or third day at the slightest 
indication of thrombotic complications. The ulcers 
healed promptly under a regimen of infrequent dress- 
ing and elastic support for 1 month. 

—j. H. Wulsin, M.D. 


Venous Thromboembolism, a Summary of 10 Years’ 
Experience with 610 Patients. JoHn N. SHapip. 
Surgery, 1959, 46: 588. 

THE AUTHOR STATES that problems concerning a sus- 

pected case of venous thromboembolism and the deci- 

sion to terminate therapy in a known case of thrombo- 
embolism arise because usual clinical guides in this 
disease are not always reliable. Proceeding on the be- 
lief that studies of total physicochemical blood 
changes might provide an adequate answer to the 
problem of abnormalities in blood coagulation in pa- 

tients with thromboembolism led to the devising of a 

simple bedside drop test for blood which was reported 

elsewhere. 
The blood drop test consists essentially in timing 
under standard conditions of temperature and pres- 


sure the interval of time required for 14 drops of blood 
to fall from the tip of a standardized sterilized test in- 
strument such as a tuberculin type syringe barrel with 
a 24 gauge half-inch hypodermic needle attached, 
The blood drop time thus obtained is divided by the 
standard water drop time previously measured, and 
this result is called the stactometric ratio referred to as 
SR. This, according to the author, represents in one 
figure the combined viscosity, surface tension, and 
specific gravity which are reflections of the physico- 
chemical state of the blood. 

Since the rate of blood dropping is grossly depend- 
ent on the combined effects of the cellular and plasma 
elements, a hematocrit determination is necessary, 
The SR and hematocrit of each subject are recorded 
on an individual graph against the date of the test. It 
was found that the SR line was consistently below the 
hematocrit line when the subject was in a state of well 
being and rose above the hematocrit line when he was 
under mental or physical stress. The condition of clini- 
cal well being is associated with a negative stacto- 
metric ratio variation, SRV, whereas a positive SRV 
indicates a disturbance in this normal blood balance. 

The author states that he has performed this test 
over 20,000 times on more than 1,800 subjects during 
the past 10 years. This report covers his experience 
with 550 patients, and a table lists the sex and age of 
patients, predisposing conditions of venous thrombo- 
embolic disease, the presence of emboli, the treat- 
ment, the average SRV, and the results of therapy. A 
discussion of the degree of venous damage, of blood 
physicochemical variations, and of complications is 
provided, together with the reason for treatment 
failure. A routine of management which consists of 
general measures, anticoagulant therapy, venous liga- 
tion, and anti-inflammatory therapy is also given. 

The most important result of this routine of man- 
agement, according to the author, has been the clear- 
ing of the uncertainties that cloud the decisions in 
diagnosis and treatment. There were no deaths in a 
group of 285 patients treated over the past 4 years as 
compared to 3 fatalities in a group of 265 patients 
treated previously. The results of the application of 
this routine of management indicate that it helps to 
dispel much of the doubt from uncertain clinical situ- 
ations associated with venous thromboembolism, 
definitely outlines the types and duration of treat- 
ment, and minimizes the period of necessary observa- 
tion to less than 2 weeks in 90 per cent of patients 
while indicating the need for anticoagulant therapy in 
only 60 per cent. Finally, it isolates for concentrated 
attention those patients requiring prolonged, meticu- 
lous treatment and those for whom other treatment 
should be found. —Allan D. Callow, M.D. 


Coronary and Aortic Atherosclerosis in the Negroes 
of Haiti and the United States. Date Groom, Eb- 
waRD E. McKee, WEsB, Faye GRANT, 
and Others. Ann. Int. M., 1959, 51: 270. 


THIS ARTICLE reports the pathologic findings of 
coronary and aortic atherosclerosis in 267 autopsy 
specimens. Routine autopsies covering all types of 
death in patients more than 20 years old were carried 
out on Negroes from Haiti and the United States. 
The life of the Negro in Haiti is characterized by 
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privation, a meager diet, the less stressful tempo of 
tropical living, less sanitation and medical care, and 
prevalence of infectious and deficiency diseases. 

The hearts and aortas from 139 American Negroes 
and 128 Haitian Negroes were studied. Except for 
the age, the deaths were unselected. The examiner 
who assigned the final grades of atherosclerosis to 
each specimen had no knowledge of its country of 
origin, age, sex, or clinical diagnosis. 

The severity of coronary artery disease in a South 
Carolina group of Negroes averaged almost double 
that of the Haitian Negroes at all age decades, where- 
as no such difference was evident in the correspond- 
ing aortas. 

The same trend existed when the subjects were 
divided by sexes, and American males and females 
showed consistently higher grades of coronary 
sclerosis at all ages. 

It is of interest that in those patients with serious 
coronary disease many have rather severe disease of 
the aorta as well. There are, however, many more, 
particularly in the Haitian group, with relatively 
high degrees of aortic atheromas and only a minimal 
amount of coronary disease. Of the hearts graded 
three or above in severity, 7 per cent were from South 
Carolina Negroes and only 0.8 per cent were from 
Haitians. 

There appeared to be a general trend of a lower 
degree of coronary arteriosclerosis in the lower 
economic levels of both populations, but the sample 
size was so small that comparison could not be made. 

All of the data were subjected to statistical analysis 
to lend validity to the concepts that have been 
developed. 

In general, it can be said that the Negro in Haiti 
has about half the degree of coronary sclerosis found 
in the American Negro, whereas no such disparity 
exists between the two populations as to the degree 
of aortic atherosclerosis. 

The diet of both groups was studied in an attempt 
to explain the differences in the pathologic findings. 
Although the Haitian Negroes consume less of all 
food and calories per day, they consume considerably 
less protein and fat with about three times as much of 
the total fat intake being in the form of linoleic acid. 
It is, however, difficult to explain the differences on 
the basis of diet alone since, although the incidence of 
coronary artery disease was markedly different, the 
similar incidence of the disease in the aortas of both 
groups makes this untenable. 

—John H. Davis, M.D. 


Embolism at Bifurcation of Aorta. SAMUEL PERLOW. 
Jj. Am. M. Ass., 1959, 171: 41. 


THE AUTHOR reviews his experience with 23 cases of 
embolism at the bifurcation of the aorta. All of the 
patients had some type of cardiac disease, such as 
rheumatic heart disease, and 18 had myocardial in- 
larction. Eleven patients were treated conservatively 
because they had cardiac decompensation or refused 
surgical treatment. Six patients in the group died 
rom gangrene; 5 survived with ischemia of the ex- 
tremities; and 1 survived an amputation. Seven pa- 
ents were operated upon and 3 survived. All 7 pa- 
ents had immediate good results as evidenced by 
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return of peripheral circulation. However, 4 patients 
died postoperatively from additional emboli or from 
cardiac decompensation. 

In 5 patients the disease was diagnosed late from 
the history and findings. Adequate collateral circula- 
tion developed in 3, and 2 entered the hospital with 
bilateral gangrene of the lower extremities and died 
shortly after admission. 

The statistics in. this group of patients are similar to 
those of other recent reports in the literature. The 
author emphasizes the classical history and physical 
findings in this condition and gives a description of the 
operative technique. It is of interest that the emboli 
occurred at home in 14 of the patients when their 
cardiac status was seemingly well controlled. None of 
these patients was receiving quinidine or was being 
treated for cardiac arrhythmia. Thus, a converted 
rhythm could not be considered a cause of the embolic 
phenomena. —Richard E. Gardner, M.D. 


Anterior Tibial Syndrome Due to Arterial Embolism 
and Thrombosis. BERNARD J. FREEDMAN and C. H.R. 
Knowtss. Brit. M. 7., 1959, 2: 270. 


THE ANTERIOR TIBIAL SYNDROME is characterized by 
the sudden onset of severe pain in the anterior tibial 
compartment; the muscles become swollen, tender, 
hard, and paralyzed; and there is resultant foot drop. 
The tibialis anterior always undergoes ischemic ne- 
crosis; the extensors hallucis longus and digitorum 
longus usually do. The peroneii which lie outside the 
compartment are not affected. The cases fall into 3 
groups: those following unaccustomed exertion in- 
volving the anterior tibial muscles, as in marching, 
longjumping, and football; those with local exogenous 
mechanical factors, as after repair of a small muscle 
hernia; and those of embolic or thrombotic occlusion 
of the anterior tibial artery or the parent trunk. 

The case reports of 5 patients are included in this 
report, 2 caused by embolism and 3 by thrombosis. 
The vulnerability of the contents of the anterior tibial 
space is due to the anatomic arrangement. The three 
muscles involved are contained in a rigid compart- 
ment bounded by the tibia, fibula, interosseous mem- 
brane, and overlying fascia. The anterior tibial 
artery, veins, and nerves also lie in this area. ‘The 
muscles are supplied by the anterior tibial artery, 
perforating branches of the posterior tibial, and the 
peroneal; however, occlusion of the anterior tibial 
vessel with subsequent swelling effectively shuts off 
the collateral supply with resultant ischemic necrosis. 
The first case report mentions pain in the contra- 
lateral limb, which may have been of ischemic origin 
due to arterial spasm. It has been noted in cases of 
embolic occlusion of a small artery of a lower limb 
that the ensuing arterial spasm may be so widespread 
as to involve the opposite limb. 

Treatment of patients in the postexertional cate- 
gory is aimed at decompressing the anterior tibial 
space by a long incision dividing the deep fascia over 
the muscles. This must be done within a few hours of 
onset to prevent necrosis. It may also aid regeneration 
of the muscles if it is carried out after necrosis occurs. 
In cases due to primary vascular occlusion, the 
authors recommend vasodilators and anticoagulants. 

—Albert M. Schwartz, M.D. 
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Postamputation Radiographic Evidence for Small 
Artery Obstruction in Arteriosclerosis, Epwarp A. 
Epwaros. Ann. Surg., 1959, 150: 177. 

THE SMALLER named and unnamed arteries of the foot 
are the sites of extensive occlusion in arteriosclerotic 
limbs which come to amputation. The arteries in- 
volved include the branches to both the medial and 
lateral parts of the heel, as well as the metatarsal 
arteries and those to the free borders of the first and 
fifth toes. The other digital arteries are less frequently 
diseased. 

There is no difference in the pattern of occlusion 
between diabetic and nondiabetic feet. Occlusions 
were similarly as widespread in most of the nondia- 
betic subjects as in the diabetic. In 2 of 13 patients the 
postamputation injection revealed arteriovenous 


shunting taking place at several sites in the tarsal 
area. It is not known whether this phenomenon 


—Fohn J. Maloney, M.D. 


existed in vivo. 


Renomesenteroaortoiliac Thromboendarterectomy in 
a Patient with Malignant Hypertension. Tuomas E. 
Srarzu and Orro H. Surgery, 1959, 46: 556. 


‘THE AUTHORS REPORT the case of a 62 year old male in 
whom hypertension developed during the 3 years pre- 
ceding his admission. It progressed despite drug ther- 
apy to levels of 200/90 and 300/160 mm. Hg. Severe 
headache, sporadic chest pain, and intermittent 
claudication developed, and the patient had a 30 
pound weight loss, constipation, and remittent ab- 
dominal pain provoked by eating. 

Physical examination revealed serpiginous collater- 
als running inferomedially from the lower anterior 
chest to the abdomen and similar pulsating vessels in 
the lower abdomen. The abdominal aorta could be 
palpated in the epigastrium but no lower. A very 
feeble right femoral pulse was detectable but no other 
pulses on either leg were found. A 3 day stool speci- 
men showed excretion of 2.3 gm. of fecal fat. An 
aortogram revealed complete thrombosis of the ab- 
dominal aorta with nonvisualization of the left renal 
artery and stenosis of the origin of the right renal 
artery. Aortic occlusion began just at the mouth of the 
superior mesenteric artery. Split renal functions dis- 
closed marked reduction in sodium concentration and 
phenolsulfonphthalein excretion on the left as com- 
pared to the right side. 

Under hypothermia and through a thoracoabdom- 
inal incision and additional incision in the femoral 
triangles, thromboendarterectomy was performed 
from the superficial femoral arteries up through the 
iliacs and through a long aortic incision to the point 
of origin of the superior mesenteric artery. The en- 
darterectomies were extended into both left and right 
renal arteries, and a long ligneous cast of these vessels 
from iliac to superior mesenteric artery was obtained. 
The aorta was clamped for a total period of 40 min- 
utes below the celiac axis and above the superior 
mesenteric artery to permit endarterectomy of these 
vessels. It was necessary to replace a short segment of 
the left external iliac artery with a teflon graft because 
of thrombosis in this vessel. 

Reoperation was required in approximately 24 
hours because of intra-abdominal bleeding. Oliguria 
was present for the first 4 days after the second oper- 


ation, but diuresis was about 2,000 c.c. daily there. 
after and continued for more than 2 weeks. Peripheral 
pulses disappeared. Daily fecal fat content was i.16 
gm. 2 months after operation. An aortogram 9 weeks 
postoperatively showed good filling of the aorta, celiac 
axis, both renal arteries, superior mesenteric artery, 
and iliac arteries. Average blood pressure during the 
third, fourth, and fifth postoperative months was 
126/84 mm. Hg and the highest individual pressure 
was 160/110 mm. Hg. This patient, with malignant 
hypertension, intermittent claudication, and abdom- 
inal complaints suggestive of “intestinal angina,’ js 
thought to be the first with successful bilateral si- 
multaneous renal endarterectomy and the third with 
successful superior mesenteric endarterectomy. 
—Allan D. Callow, M.D. 


Dissecting Aneurysm of the Aorta Treated Surgically, 
Ext H. Rusin, Morris Rusin, and BERNARD SEIDEN- 
BERG. Am. 7. Med., 1959, 27: 501. 


A case of dissecting aneurysm of the thoracic aorta 
treated surgically is presented. The procedure was 
carried out under general anesthesia and hypothermia 
and consisted of thoracotomy through the left side of 
the chest and dissection and cross-clamping of the 
aorta followed by transection, suture of the intima to 
the arterial wall distally, fenestration of the proximal 
end, and an end-to-end anastomosis. The patient did 
well for 2 weeks. Gastrointestinal bleeding then 
developed and the patient died with marked hyper- 
tension. No autopsy was obtained. 

A review of the reported cases in the literature is 
given, including 34 cases of DeBakey and coworkers 
with a 29 per cent mortality. They found hyperten- 
sion a very significant factor in the outcome. ‘There 
were no deaths in 10 normotensive patients, and 10 
deaths in 24 hypertensive patients; age did not play a 
large role in the deaths. The last 30 patients were 
operated on under controlled extracorporeal circula- 
tion and there were only 8 deaths. 

Dissecting aneurysm of the aorta causes approxi- 
mately 1 per cent of all sudden deaths exclusive of 
violence and is found most often in men who are 
usually between 50 and 60 years of age. In patients 
under 40 years of age the lesion developed in 49 per 
cent of the females as a complication of pregnancy. 
Dissection of the aorta is thought usually to be due to 
medionecrosis causing rupture of the vasa vasorum 
and the development of a hematoma which ruptures 
through the intima into the lumen, producing a rent 
that allows blood from the aorta to enter the passage 
in the aortic wall. Spontaneous cleavage of the de- 
generated media may also occur with the same result. 
The dissection frequently begins in the ascending 
aorta and arch near the left subclavian artery and 
spreads proximally, to involve the root of the aorta, 
causing aortic insufficiency and shearing of the 
coronary arteries, as well as distally, in which case it 
may extend the length of the aorta and its branches. 

The diagnosis is made in about one-half of the pa- 
tients, mainly by exciusion, but there are certain 
features of special significance: the excruciating pail 
in the back, at times radiating to the abdomen and 
extremities, dyspnea, and cyanosis. The blood pres- 
sure is usually maintained. 
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Examination may reveal a murmur in the pre- 
cordium and a systolic thrill over the peripheral 
vessels, and the roentgenographic findings may show 
progressive widening of the aortic shadow with 
diminished or absent pulsations. Angiocardiography 
is very helpful. Treatment is now surgical and con- 
sists of establishing a ‘*double-barrelled” aorta as was 
done in the case reported. 

—Albert M. Schwartz, M.D. 


Surgical Menges of Dissecting Aneurysm by 
Use of a Simplified Bypass. Epmunp J. Harris, JOHN 
E. Conno.tiy, and Davin L. Bruns. California M., 


1959, 91: 127. 


THE INCIDENCE of dissecting thoracic aneurysms is 
rising and accounts for one of every 10,000 hospital 
admissions. Hirst’s statistics show that 21 per cent of 
these patients die within 24 hours of the onset of the 
dissection; 50 per cent within the first 4 days; 75 per 
cent within 2 weeks; and 91 per cent by the end of 6 
months. The diagnosis is often difficult to make, espe- 
cially if the possibility of the disorder is not considered. 
The most classical symptom is severe pain in the 
chest, arising suddenly in a hypertensive patient. 
Extension produces characteristic symptoms in the 
abdomen and the lower extremities. Roentgenograms 
of the chest usually show widening of the aortic knob 
and a supracardiac shadow; and the false passage 
produced may be seen as a double contour of the arch 
of the aorta. 

Little therapeutic success was achieved until De- 
Bakey’s report in 1955, which included a description 
of his method consisting of the division of the thoracic 
aorta, oversewing the distal double lumen and creat- 
ing a window between the proximal two channels, and 
reconstructing the aorta by an end-to-end anastomo- 
sis. However, cross-clamping of the thoracic aorta 
cannot be done with impunity, as permanent damage 
to the kidneys or spinal cord may occur after only 20 
minutes of aortic occlusion; it also subjects the left 
ventricle to severe strain, and the increase in aortic 
root pressure may cause a fatal retrograde dissection 
with hemopericardium. Although hypothermia will 
allow longer periods of aortic clamping, it does not 
relieve the back pressure on the left ventricle. ‘To pre- 
vent these complications, Cooley and his coworkers 
devised an extracorporeal bypass of oxygenated blood 
from the left atrium to the femoral artery, which is 
used by the authors with modifications. 

Their method consists of introducing into the left 
atrium a No, 24 F. plastic catheter that is connected 
by plastic tubing to a siliconized reservoir. A sigma- 
motor pump is used to return the blood from the 
reservoir to the femoral artery. The arm cuff pressure 
is maintained at least equal to the preoperative pres- 
sure, or under 200 mm. Hg, by a stopcock attached to 
the atrial tube. The blood from the reservoir is 
pumped into a femoral artery and thence to the distal 
aorta where it perfuses the kidneys and distal spinal 
cord. This can be maintained for indefinite periods of 
aortic cross-clamping. General hypothermia of 32 to 
33 degrees C. provides additional safety. 

An illustrative case report is given in which this 
technique was used with success. The case demon- 
strates the difficulty in diagnosis which was made only 
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after successive films showed progressive widening of 
the supra-aortic shadow. 
—Albert M. Schwartz, M.D. 


Failures of Homografts as Arterial Replacements. 
James A. DeWeese, Wittiam D. Woops, and W. 
ANDREW Date. Surgery, 1959, 46: 565. 


THE AuTHORS report the failures of arterial homo- 
grafts as replacements for occluded arteries in a series 
of 90 patients. Homografts were obtained from pa- 
tients less than 25 years of age who died after trauma 
or nonmalignant or noninfectious diseases. The grafts 
were removed under sterile conditions, stored for 24 
to 48 hours in saline solution containing penicillin and 
streptomycin, frozen with liquid nitrogen, and stored 
at a temperature of —18 degrees C. until used. 
Bacteriologic studies were made when the homograft 
was obtained, after sterilization, and at the time of 
use. Pathologic studies were performed on each speci- 
men at the time it was obtained and just before use. 

Grafts were used for replacing aortic bifurcations in 
42 instances, the descending thoracic aorta in 2, for 
aortopulmonary artery shunts in 3, and for replace- 
ment of peripheral vessels, chiefly femoral, in 43. 

Eight complications occurred that to the authors 
seemed to be related directly to the homograft. ‘These 
complications do not include those that may be due to 
technical errors, such as hemorrhage from a suture 
line or progression of disease in the host artery, which 
may occur with the use of any other replacement 
material. In 3 instances aneurysms formed, one at the 
abdominal aortic bifurcation and 2 in the femoral 
artery, resulting in the first instance in hemorrhage 
and death of the patient and in the second two in- 
stances in thrombosis. One of these resulted in an 
amputation and one in salvage of the limb. One 
abdominal aorta ruptured 3 hours postoperatively 
and the patient died. ‘Two abdominal aortas ruptured 
into the intestinal tract resulting in death. Of 2 pa- 
tients with infection, 1 had primary thrombosis of the 
graft and the other, with thrombosis septicemia, died. 

In some instances the grafts were available for 
microscopic study after removal or amputation or at 
autopsy. The authors believe that complications 
attributable to homografts as arterial replacements 
have been due either to inadequacies of the graft 
itself or to technical difficulties in its use. ‘These in- 
adequacies have resulted in aneurysmal dilatation, 
rupture, and thrombosis. Inherent technical difficulties 
of preservation, sterilization, and suturing of arterial 
branches on the homograft have resulted in rupture, 
thrombosis, or infection. 

In the aneurysmal aortic homograft, pathologic 
changes observed, both in the authors’ present series 
and in a review of 31 additional cases from the 
literature including both femoral and aortic grafts, 
have consisted mainly in degeneration of the elastic 
fibers of the media. This elastic tissue degeneration has 
been observed within 1 year of implantation. Similar 
changes have not been observed in some functioning 
grafts after longer periods of implantation. The reason 
for the rapidity of elastic tissue degeneration in certain 
instances is not known. 

Free rupture of the homograft has usually occurred 
within 3 weeks of operation. Pathologic changes in 
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these grafts consisted of fragmentation of elastic fibers 
and cystic medial necrosis. In 4 instances gross splits 
in the wall of the graft were observed. The cause of 
these splits may be related to the inadvertent cracking 
of the graft when in the frozen state. In a few in- 
stances, massive bleeding was found to arise at the 
site of a previously tied arterial branch. 

The authors record from their own experience and 
that of others a total of 38 instances of homograft 
failure. The incidence of such failures in large series 
of cases ranges from 1.6 to 8.9 per cent. These com- 
plications have occurred during a relatively short 
experience with arterial homografts, and it is thought 
that the number will undoubtedly increase with the 
passage of time. The authors believe that a synthetic 
prosthesis is the graft of choice for replacement of the 
aortic bifurcation and that autogenous vein is pre- 
ferred for replacement or bypass of the peripheral 
artery. Synthetic prostheses are available if no suit- 
able saphenous is present. A homograft would not be 
used except in very unusual circumstances, and none 
has been used from the authors’ arterial bank since 
May 1958. —Allan D. Callow, M.D. 


BLOOD; TRANSFUSION 


The Lysis of Artificially Induced Intravascular Clots 
in Man by Intravenous Infusions of Streptokinase. 
ALAN J. JoHNsoN and W. Ross McCarty. 7. Clin. 
Invest., 1959, 38: 1627. 


LarcE amounts of high purity streptokinase (SK) 
have been infused intravenously to produce lysis of 
intravascular clot in man under sharply defined con- 
ditions. Thirty-eight blood clots, 5 to 20 cm. long, 
were induced in the peripheral veins of volunteers by 
direct irritation of the intima with a dental broach or 
by chemical irritation with sodium morrhuate. No 
spontaneous lysis occurred in 13 controls. The posi- 
tion and size of the clots were documented clinically 
and by venograms. In the experimental group, SK 
was infused intravenously into a contralateral ex- 
tremity 24 or 48 hours after production of the clot. 

Three methods have been developed and tested for 
their fibrinolytic potential in vivo. The methods 
produced: (1) large amounts of circulating plasmin 
(method P); (2) large amounts of free SK or activator 
(method SK); and (3) small amounts of plasmin and 
free SK or activator (method SK-P). 

The results demonstrate that SK will consistently 


and reproducibly lyse intravascular clots and prevent 
their reformation when infused intravenously into 
patients under precisely defined biochemical con- 
ditions. — John F. Maloney, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Experience in the Treatment of Lymphedema 

Nuestra experiencia en el tratamiento de los linfede- 

mas). CoRNELIO MarceLo O’Conor. Bol. Soc. cir. B. 
Aires, 1959, 43: 327. 


THIS ARTICLE is concerned especially with the treat- 
ment of lymphedema of both upper and lower 
extremities. Etiology, pathology, symptomatology, 
and diagnosis are also discussed. 

Lymphedema is defined as an abnormal accumula- 
tion of fluid in the tissues secondary to disturbances 
in the lymphatic circulation. The origin of this dis- 
turbance is not always understood, although several 
factors are discussed in order to establish the cause 
in some particular cases. 

For a long time it has been demonstrated that in 
lymphedema of the extremities the lymphatic fluid 
is accumulated superficially in the skin, subcutaneous, 
and fatty tissues, while in the subaponeurotic areas 
the circulatory lymph drainage is never compromised. 

The lymphatic fluid has a high concentration of 
proteins such as fibrinogen, a condition that favors 
the organization of the edema in this disease. The 
addition of some other factors eventually leads to the 
state of elephantiasis. Lymphedema is classified as 
idiopathic, congenital, praecox, and secondary. 

The conservative treatment of this condition by 
such measures as bed rest, elastic bandages, and 
massage is considered by the author as of limited use. 
He gives emphasis only to its surgical treatment. 

The operations employed in the treatment of this 
disease can be divided into two groups: operations of 
derivation and operations of resection. Both are based 
on the apparent indemnity of the subaponeurotic 
tissues. Among the first group of operations are 
lymphangioplastics, autoplastics, aponeurectomy, or 
aponeurotomy. In the second group several procedures 
have also been described, most of them referring to the 
excision of part or all of the superficial tissues. The 
author also comments on the technique employed by 
himself, his experience with it, and his opinion with 
regard to all the other surgical procedures currently 
employed. — Rafael G. Sorrentino, M.D. 


SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Recent Advances in Medicine and Surgery—Surgical 
Skin Planing. Lurart II, Samuer Ayres III, 
and J. WALTER Wi1son. N. York State J. M., 1959, 59: 
3413, 


THE AUTHORS HAVE PREPARED an extensive report 
dealing with the current concepts of surgical skin 
planing, including a history of the subject, indications 
and contraindications for treatment, the selection of 
patients, pathologic investigations of regeneration of 
the skin, the technique of the procedure, and the re- 
sults of treatment. 

Dermal abrasion is a surgical procedure for the 
treatment of scarring due to a variety of conditions in- 
cluding acne, chickenpox, smallpox, and trauma. Mul- 
tiple senile keratosis, fine wrinkling, and traumatic tat- 
toos are also amenable to treatment. The planing is 
an office procedure. Premedication with demerol is 
utilized, and the areas to be treated are scrubbed with 
alcohol. The area to be planed, about 3 inches in 
diameter, is sprayed with a freezing agent, dichloro- 
tetrafluoroethane, which renders the skin temporarily 
rigid and locally anesthetic. The skin is then abraded 
with a motor driven, rotating, abrasive disc, a fraise, 
the speed of which is controlled by a rheostat. If so 
indicated, the entire face is usually treated at one 
seance. A nonadherent dressing is applied which the 
patient removes on the following day. 

A crust forms quickly and usually separates in about 
1 week. There is an initial erythema which gradually 
fades to match the adjacent skin. Some cases of acne 
may require single planing, whereas severe cases may 
need three or more. The procedures can be repeated 
at any time after 4 to 6 weeks. The results in general 
have proved to be good to excellent, and nearly all 
of the patients for whom planing is indicated can be 
helped. 

Microscopic studies have shown that the scarred 
dermis and epidermis are removed by the procedure. 
The epidermis regrows in about 1 week from the myr- 
iads of pilosebaceous units left behind. 

Contraindications to planing are the absence of 
pilosebaceous units, such as occurs in irradiation 
damage and severe burn scars. Other contraindica- 
tions are insufficient scarring to warrant the procedure 
in an overly enthusiastic patient. 

Complications may include bacterial infection 
which is rare and easily dealt with; milia which are 
not uncommon but are easily removed; relatively per- 
sistent erythema which is rare; transient hyperpig- 
mentation; transient depigmentation; and hyper- 
trophic scars which are rare and apparently the result 
of excessively deep planing. In contrast to dermal 
abrasion with sand paper, surgical planing has certain 
advantages. Hospitalization and general anesthesia 
are not required in this procedure, and a small fraise 
follows intricate facial contours. There is also no dan- 
ger of silica granulomas. 


The refrigerant-anesthetic, dichlorotetrafluoro- 
ethane, introduced by the authors, has several ad- 
vantages over ethyl chloride which has been widely 
used in this procedure.. Dichlorotetrafluoroethane is 
nontoxic, has no general anesthetic properties, and 
is noninflammable and nonexplosive. 

The authors conclude that surgical planing in the 
hands of an experienced operator is a safe and highly 
effective procedure for treating a number of cutaneous 
defects, most notably senile keratosis and pitted acne 
scars. — Wayne F. Cameron, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Use of the Hubbard Tank as an Adjunct in the Man- 
agement of Severe Burns. Pau, M. Brown, JAMES 
. Masson, and Eart C. Exxins. Minnesota M., 1959, 

42: 1080. 


Dressincs may be removed easily and painlessly from 
extensive third degree burns after immersion of the 
patient in a modified Hubbard tank for 15 minutes. 
An additional 15 minutes of gentle agitation with one 
tablespoonful of detergent in the water loosens the 
accumulated secretions and epithelial debris. 

This treatment does not interfere with but rather 
assists in skin grafting. 


Oral Versus Parenteral Penicillin. S. MALKin. Canad. 
Med. Ass. F., 1959, 81: 553. 


ALTHOUGH the use of oral penicillin is quite popular 
in general practice, considerable controversy still 
exists when comparing its effectiveness with that of 
injectable penicillin. The author reports 7 cases each 
of scarlet fever, otitis media, and moderately severe 
tonsillitis, 5 cases of severe tonsillitis, and 13 of miscel- 
laneous infections treated with either oral or inject- 
able penicillin. 

The clinical status of each patient was evaluated, 
and cultures were made for organisms at the start of 
treatment and at subsequent 24 hour intervals. In 
addition, a white cell and differential blood count was 
made at the first visit and repeated 24 hours later. 

The patients who were treated orally received 
500,000 units of potassium penicillin G twice daily. 
Parenteral therapy consisted of 600,000 units of pro- 
caine penicillin G given intramuscularly every 24 
hours. Observations and laboratory work were con- 
tinued for 3 days, and treatment was continued for an 
additional 2 days in all cases. 

Six of the patients with scarlet fever were treated 
with oral penicillin, and were asymptomatic after 3 
days. Throat cultures were positive for hemolytic 
streptococci before treatment and negative on the 
third treatment day. A substantial rise in eosinophils 
in 4 of these patients is of interest, since a transient 
eosinophilia is known to occur during the recovery 
stage of scarlet fever. 

Most of the patients with severe tonsillitis showed 
excellent response both clinically and bacteriologi- 


nto 
on- 

: 
ma 
B. 
at- 
ver 
sy, 
ila- 
ices 
tral 
use 
uid 
DUS, 
‘eas 
sed. 
of 
yors 
Che 

the 
| as 

and 
use. 

this 
is of 
ised 
otic 

are 

, or 
ures 
the 
The 
1 by 
vith 

ntly 
). 
301 


302 International Abstracts of Surgery - March 1960 


cally by the third day, regardless of the route of treat- 
ment. Similarly, good responses were obtained in the 
group with otitis media. In the miscellaneous cate- 
gory, which consisted mainly of febrile patients with 
pharyngitis or laryngitis, no such dramatic improve- 
ment was noted; however, the throat cultures of 5 
patients in this group showed disappearance of hemo- 
lytic streptococci on the third day. 

The main advantages of oral penicillin are ease of 
administration and lowered incidence of anaphylac- 
toid reactions. These advantages are offset to some 
extent by the necessity of repeated administration 
during the day in order to maintain adequate blood 
levels. This study seems to indicate that injectable 
penicillin does not offer any particular therapeutic 
advantage in the treatment of penicillin sensitive in- 
fections. —Stuart L. Scheiner, M.D. 


ANESTHESIA 


Preanesthetic Medication, 1958 Concepts. JoHNn AprI- 
ANI, CLARENCE Wess, and LEONARD STEINER. South. 
M. 1959,:52: 1137. 


ONE OF THE FACTORS responsible for changes in the 
concept of premedication is that the practice of pres- 
ent day anesthesiology utilizes combinations of drugs, 
whereas heretofore reliance was placed solely upon a 
single agent. Psychic sedation, antisecretory activity, 
fortification of weak agents, and prophylaxis of side 
effects are the desired goals of preanesthetic medica- 
tion. 

A multitude of new drugs, particularly ataractics, 
has been introduced, but the narcotics in combination 
with belladonna alkaloids remain versatile, reliable 
agents. The ataractics have been only superficially 
studied and have the objection of precipitating hypo- 
tension during anesthesia. The use of anticholinergic 
drugs for premedication is absolutely necessary, 
particularly when inhalation anesthetics are used, to 
prevent secretion of mucus. Levohyoscyamine is pre- 
ferred to atropine as an antisecretory drug, but causes 
increase in pulse rate. Scopolamine is equally as 
effective in the suppression of secretions, causes little 
or no change in pulse rate, and, in addition, enhances 
the tranquilizing and amnesic effect of the narcotic 
with which it is used. Atropine is the standard drug for 
suppressing vagal activity. Levohyoscyamine is 
equally effective as a vagolytic drug, particularly in 
the cardiac portion of the vagus. 

Premedication should be considered as part of the 
anesthetic and requires individualization. As such, it 
should be prescribed by the person who plans to ad- 
minister the anesthetic. The drugs and dosage are 
selected on the basis of the general status of the pa- 
tient, his psychic makeup, and the type of anesthetic 
to be used. — Mary Frances Poe, M.D. 


Hypnosis as an Adjunct to Surgical Therapy. RayMonp 
C. Dosperneck, WARD O. GrRIFFEN, JR., AARON A. 


PAPERMASTER, FRANK BoNELL, and Owen H. WANGEN- 
STEEN. Surgery, 1959, 46: 299. 


THE SUCCESSFUL RESULTs obtained by the use of post- 
hypnotic suggestion in the dumping syndrome attend- 
ing gastric resection for peptic ulcer led the authors to 
a continuation of the use of hypnosis in this entity and 


encouraged them to employ hypnosis for lessening of 
postoperative discomfort, alleviation of bizarre types 
of pain, and preoperative weight reduction, as well as 
for the well-established hypnoanesthesia. 

To date they have treated 105 patients with hyp- 
nosis. The patients have been divided into five groups. 

Group 1 includes 32 postgastrectomy patients who 
have been treated by hypnotic suggestion. Twenty-six 
of the 32 patients have gained weight and 30 patients 
(94 per cent) have described varying degrees of symp- 
tomatic improvement. 

Thirty-one patients undergoing surgery have had 
hypnotherapy prior to their procedures. A control 
group of 31 patients also has been observed. One ob- 
jective method of evaluation is the amount of nar- 
cotics utilized by the patients in both groups. It can be 
seen that the average number of doses of narcotics 
was significantly lower in the treated group. 

The patients in the third group were given hypnosis 
for the relief of pain in bizarre conditions. The 
authors have been most heartened by the results ob- 
served in patients suffering from the phantom limb 
syndrome and in those suffering considerable pain 
from metastatic cancer. 

Eleven obese patients, who had previously followed 
various dietary measures without success, were given 
reducing diets reinforced with hypnotic suggestion. 
Six patients subsequently refused to continue with 
therapy and were considered failures. The other 5 
patients have lost weight and, most encouragingly, 
none of these 5 have regained any of the weight they 
lost. 

Eight patients undergoing proctoscopy were hyp- 
notized prior to the procedure and 7 experienced no 
discomfort during the entire endoscopy. 

When this study was first initiated, the authors were 
not certain of the outcome, but they have continued 
to be very favorably impressed with results in most of 
the categories under scrutiny. They have been most 
favorably impressed with the results obtained by 
treating patients before surgical procedures in order 
to minimize the discomforts of the postoperative pe- 
riod. Some of the results obtained in bizarre types of 
pain have been nothing less than spectacular. The 
obese patient probably represents the most difficult 
group to treat. The authors believe this is due to the 
fact that most obese patients have some unexpressed 
underlying psychologic problem which hypnotherapy 
cannot meet without the additional use of fairly in- 
tensive psychotherapy. —Arthur M. Simpson, M.D. 


Rapid Cooling and Surgery at Sengernen Below 
20 Degrees Centigrade. THomas W. SuHIELps and 
F. Joun Lewis. Surgery, 1959, 46: 164. 


A system of bilateral cardiac bypass and blood cooling 
that employs autogenous oxygenation was studied in 
the laboratory. With it, dogs were cooled rapidly to 
body temperatures below 20 degrees C., subjected to 
periods of complete circulatory and respiratory arrest, 
and then rewarmed. They survived. 

The method consisted of one pump and its heat- 
exchanging coil to bypass the right side of the heart 
—right atrium to pulmonary artery—and a second 
pump and its heat-exchanging coil to bypass the left 
side of the heart—left atrium to systemic artery. 


Each pump was an automatically controlled sigma- 
motor pump that very satisfactorily supported the 
circulation during both cooling and rewarming 
periods. Both of these periods were brief and were 
accomplished in 10 to 15 minutes. For cooling, the 
coils were placed in water baths with a temperature 
of 0 degree C., and a water bath temperature of 40 
degrees C. was used for rewarming. 

Differential cooling of various organs occurred. 
Cardiac and esophageal temperatures decreased to a 
range of 14 to 6 degrees C., whereas skeletal muscle 
temperatures rarely fell below 32 degrees C. Brain 
and rectal temperatures below 20 degrees C. were 
usually achieved at the end of the cooling period. 
Average perfusion rates of 600 to 750 c.c. were re- 
corded. It was noted that the flow rate decreased 
with cooling and reversed with warming. After suit- 
able cooling had been obtained, complete circulatory 
and respiratory occlusion was carried out for 10 to 
50 minutes before rewarming was started. Of 68 
dogs so studied, survival was attempted in 55. Of 
these, 26 survived the experimental procedure. 

Cardiac arrhythmias were frequent in the rewarm- 
ing periods but were corrected readily with electric 
defibrillation. The causes of nonsurvival were central 
nervous system damage and irreversible shock. 

The authors were encouraged by this technique 
of profound hypothermia and believe that with its 
clinical application open heart surgery in a bloodless 
field would be permitted safely for prolonged periods 
of time. 


Anesthesia for the Aged, a Comparative Evaluation. 
Harry E. DANIELSON and J. GERARD Converse. South. 
M. F., 1959, 52: 1132. 


THE USE OF patients of a circumscribed age group, 
undergoing a standard type of operation on one area 
of the body, and the use of well-defined techniques of 
anesthesia appeared to be the most satisfactory 
method of eliminating the many variables involved 
in a clinical study. 

A group of 90 geriatric patients undergoing surgery 
of the hip were chosen at random for a comparison of 
operative and postoperative mortality and morbidity. 
Spinal anesthesia was used in 46, and general anes- 
thesia with thiopental, succinylcholine, and nitrous 
oxide-oxygen was used in 44 patients on a rotating 
basis. 

With the exception of the mortality figures (8 per 
cent after spinal anesthesia, 18 per cent after general 
anesthesia), the postoperative complications arising 
in each group were at relatively comparable levels. 
Close scrutiny of each of the deaths failed to disclose 
any causative relationship with the anesthetic method 
employed with one exception. In this case, the pa- 
tient succumbed from ventilatory failure secondary 
to the use of a relaxant. Therefore, it is difficult to 
state any definite conclusion concerning anesthetic 
technique and postoperative sequelae in these elderly 
patients. 

Certain observations that do not lend themselves to 
statistical analysis have created a strong impression 
that light general anesthesia is most satisfactory in the 
aged patient undergoing hip surgery. 

— Mary Frances Poe, M.D. 
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Intermittent Positive Pressure Respiration, Some 
Physiologic Observations. A. CRAMPTON SMITH and 
J. M. K. Spaupine. Proc. R. Soc. M., Lond., 1959, 52: 
661. 


THE FIRST PART Of this discussion assesses the adequacy 
of ventilation in paralyzed patients receiving inter- 
mittent positive pressure respiration. The technique 
described is directed to the equilibration of the carbon 
dioxide pressure of a gas mixture in a rebreathing bag 
with that of mixed venous blood. Experimental in- 
vestigations have indicated the existence of an element 
of respiratory control which is interrelated with the 
effect of changes in carbon dioxide and oxygen pres- 
sures and influenced by changes in ventilation. When 
overventilated, patients are indifferent to an impres- 
sive rise in pCO, induced by carbon dioxide in the 
inspired air. If the tidal volume is reduced, the pa- 
tient will feel short of breath at very low levels of 
pCoO,. 

The second part of the article deals with findings in 
connection with the physical properties of the chest. 
Recordings of tidal volume, tracheal airflow, tracheal 
pressure, and esophageal pressure were made with a 
four channel capacitance manometer. The elastic re- 
sistance of the chest is that resistance that has to be 
overcome to keep the chest inflated to a given extent. 
A marked difference in the elastic resistance of the 
lungs is observed in paralyzed and in normal subjects, 
19 cm. water per liter and 7 cm. water per liter, re- 
spectively. In the paretic subject the elastic resistance 
is greater when the patient is receiving intermittent 
positive pressure respiration than when he is breathing 
spontaneously. The nonelastic resistance of the chest 
is that part of the resistance to respiration which is 
directly concerned with the rate of airflow in and out 
of the lungs. It is principally due to the resistance of 
the airways to the passage of air. The lungs of para- 
lyzed subjects provide nonelastic resistance only about 
one-half that of normal supine subjects. 

Unless the chest is open, artificial respiration af- 
fects the circulation by impeding venous return to the 
right side of the heart. Mean esophageal pressure is 
used as an index of the obstruction to venous return. 
An effective way of reducing mean esophageal pres- 
sure is by applying negative pressure in the expiratory 
phase. In a patient with chronic pulmonary disease, 
the negative pressure may cause trapping of air in the 
alveoli so that esophageal pressure does not fall satis- 
factorily. — Mary Frances Poe, M.D. 


The Liver in Repeated Barbiturate Anesthesia 
(Fegato e anestesie barbituriche ripetute). Mario 
Bont and Carto BERNABAI. Ortop. traumat. app. 
motore, 1959, 27: 143. 


In THIS experimental work the authors studied the 
behavior of the liver in animals subjected to repeated 
barbiturate anesthesia. The functional and anatomic 
changes in the liver due to the poisoning action of the 
anesthetic agent were determined by employing 
conventional histologic and histochemical stainings 
for glycogen and desoxyribose nucleic acid. The 
study was carried out in 20 rabbits divided into four 
equal groups. All animals received .05 gm. of pento- 
thal sodium per kgm. of body weight, a dosage five 
times greater than that used in man. All animals that 
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survived the intravenous injection of the narcotic 
were killed 24 hours after the last injection. The 
groups of animals received the drug as follows: 
group 1, a total of 3 injections of pentothal sodium 
administered every other day; group 2, daily injec- 
tions of pentothal sodium for 3 consecutive days; 
group 3, a total of 10 injections of pentothal sodium 
administered every other day; and group 4, daily in- 
jections of pentothal sodium for 10 consecutive days. 

The results may be summarized as follows: The 
animals of group 1, treated with 3 doses administered 
every other day, showed only minimal variations in 
the liver glycogen content compared with the con- 
trols and no appreciable morphologic nuclear 
changes. Group 2 animals given daily injections for 
3 consecutive days showed discrete depletion of 
glycogen, especially noticeable at the periphery of 
the portal lobules. Again no appreciable nuclear 
morphologic changes were noted. Group 3 treated 
with 10 doses given every other day presented a 
marked depletion of glycogen and mild histologic 
changes with loss of the typical architecture of the 
nuclei. Finally, group 4 animals treated with daily 
injections for 10 consecutive days showed an almost 
complete loss of glycogen content of the liver and 
more evident histologic changes in the organ with 
severe alteration of the structure of the nuclei. 
These observations lead the authors to conclude that 
the liver cell does not remain unaffected by the action 
of pentothal sodium. In fact, the observed depletion 
of both glycogen and desoxyribose nucleic acid and 
the histologic changes in the structure of the chroma- 
tin clearly indicate functional as well as anatomic 
damage. 

From the results obtained the authors conclude 
that injections of barbital derivatives repeated at short 
intervals indubitably induce damage to the liver cell. 
This, in turn, impairs the functional capacity of the 
gland. The functional and anatomic damage is pro- 
portional not only to the dose administered in a given 
period, but also and especially to the interval of time 
between doses. — Maria Serratto, M.D. 


Comparative Effects of Morphine, L-Methadon, and 
Short-Acting Barbiturates on Rats After Hypophysec- 
tomy, Adrenalectomy, Castration, and Ovariectomy 
(Actions comparées de la morphine, de la 1-méthadone 
et de barbituriques a courte durée d’action sur des rats 
hypophysectomisés, surrénalectomisés, castrés, ovari- 
ectomisés). L. BuCHEL. Anesthésie, Par., 1959, 16: 15. 


THE AUTHORS compared the effects of two analgesics, 
morphine and |-methadon, and two barbiturates of 
short action, hexobarbital and tetrabarbital, in nor- 
mal rats with those in animals after hypophysectomy, 
adrenalectomy, and castration. 

The extirpation of the pituitary, the adrenals, or 
the gonads was performed several months prior to the 


administration of the analgesics or of the barbitu- 
rates. 

After hypophysectomy and adrenalectomy the anal- 
gesic action is definitely diminished, whereas the hyp- 
notic effect is increased under the same conditions. 
Simultaneously with the prolongation of the hypnotic 
effect, the breakdown of the barbiturates in the 
metabolism is slowed down. 

Castration of male animals does not cause a change 
in the effect of analgesics; however, it increases the 
duration of sleep after administration of barbiturates. 
Ovariectomy did not cause any change as compared 
with normal animals after either analgesics or bar- 
biturates. — Werner M. Solmitz, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Value of Indwelling Catheters in Intravenous Therapy. 
Hans J. Grirscu and Carter M. BALLINGER. 7. Am. 
M. Ass., 1959, 171: 281. 


THE AUTHORS review the advantages of an indwelling 
plastic catheter for the administration of intravenous 
fluids over long periods of time, especially in patients 
with small veins, as in young children, or collapsed 
veins, as in shock victims. They describe a newly avail- 
able disposable needle and catheter set that consists of 
a thin-walled needle through which a self-contained 
polyethylene or polyvinyl catheter may be passed into 
a vein by manipulation of the catheter through a 
sterile plastic sleeve attached to the needle at the 
factory. The ground-out hub of the needle provides 
the connection to the intravenous apparatus after the 
catheter has been passed into the vein and the needle 
has been withdrawn from the skin and pulled over 
the flanged proximal end of the catheter. 

This unit has now been successfully used in over 
1,000 cases in the affiliated hospitals of the University 
of Utah College of Medicine, Salt Lake City. Clinical 
investigation has shown its widespread applicability 
during surgery and anesthesia, in preoperative and 
postoperative care, and for all types of medical intra- 
venous therapy. Clinical and laboratory investigation 
has shown that the silicone-coated polyviny! catheter 
can safely be left in place for at least 48 hours. The in- 
cidence of local reaction was 19 per cent in a series of 
113 patients in whom the catheter was left in place 
for as long as 8 days. None of the reactions was serious 
and all subsided with removal of the catheter. 

Preliminary experience with a new type of silicone- 
coated polyethylene catheter indicates that it may 
usually be left in place as long as fluid therapy is 
necessary, provided sterile precautions are exercised 
to prevent introduction of infection around the cath- 
eter. The low cost, ease of insertion, and widespread 
applicability of the catheter recommend its routine use 
in all intravenous therapeutic procedures. 

—Harold Laufman, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


The Roentgentopogram; A Simple Means for Spatial 
Orientation in Diagnosis and Therapy (Das Roent- 
gentopogramm. Ein einfaches Hilfsmittel zur raeum- 
lichen ientierung in Diagnostik und Therapie). 
H. Bicuner. Fortsch. Roentgenstrahl., 1959, 91: 252. 


ALTHOUGH the author’s method for determining the 
exact location of lesions within the body was de- 
scribed in principle by Knothe (Miinch. med. Wschr., 
1928, 75: 1876) more than 30 years ago, it has re- 
ceived little notice. There are now more reasons than 
ever for having available a simple means to define the 
anatomic location of lesions. In radiation therapy, 
especially therapy to a rotating target, it is essential 
that the site of the lesion be accurately known. The 
roentgenologist is often asked to localize pockets of 
fluid within the thorax which are to be aspirated, 
neoplasms that are to be biopsied by needle, fistutous 
tracts that are to be excised, and foreign bodies that 
are to be removed. In such instances the clinician is 
concerned with obtaining practical information. 

The author refers to his method of providing in- 
formation concerning spatial orientation as roent- 
gentopography. The method, in essence, consists of 
placing a tape marked with radiopaque numbers at 
appropriate intervals around the patient’s body at the 
level of the lesion or organ to be studied, and then 
either taking roentgenograms from several directions 
or viewing the patient fluoroscopically from several 
angles. The author uses a tape marked at 1 cm. in- 
tervals, with every fifth mark numbered, and places 
the tape so that the number 0 is at the midline ven- 
trally. A sketch of the cross section of the body is 
drawn on a 1:1 scale. Lines tangential to the lesion, as 
indicated by the position of the numbers on the 
roentgenogram, are drawn on the sketch. 

In an illustration, four roentgenographic views 
were used to define the shape and position of the 
pertinent structures. Adequate information can often 
be obtained by using only two views. 

Roentgentopographic methods can be used in re- 
search to produce three dimensional models of lesions 
or organs. Cross sections are drawn to represent vari- 
ous levels above and below the reference level. Sponge 
rubber mats of appropriate thickness are cut to shape 
and fixed one above the other to give a reliable model 
of the structure being studied. 

—Elmer V. Dahl, M.D. 


Thoracic Aortography Versus Levoangiocardiog- 
raphy. A. CasTELLANos, Orro Garcia, ELomna Gon- 
ZALEZ, and Raut Pereiras. Am. 7. Roentg., 1959, 82: 
403. 


THORACIC AORTOGRAPHY is a procedure by which the 
thoracic aorta and its great vessels are best visualized, 
since the contrast is sharper than that obtained in 
levoangiocardiography. When radiopaque substance 
is injected via a peripheral vein, the right chambers of 
the heart and the pulmonary artery and its branches 


are the first to be opacified. This phase of contrast 
visualization is called the “‘dextroangiocardiogram.” 
The later phase in which the radiopaque substance 
leaves these vessels and is distributed throughout the 
pulmonary network and later returns through the pul- 
monary veins to the left chambers of the heart, the 
aorta, and its branches is called the “ levoangiocardio- 
gram.” 

If the aorta arises from the left ventricle it has less 
roentgenographic density in the levoangiocardiogram 
than does the pulmonary artery, because the radio- 
paque substance was diluted with the blood when it 
passed through the pulmonary capillary vessels. This 
reduced contrast of the left chambers of the heart and 
of the aorta can be improved by selective angiocardi- 
ography. With this method, contrast material is in- 
jected directly into the right cavities of the heart or 
into the main pulmonary artery, thereby reaching in a 
shorter period the left cardiac chambers. But even so, 
the opacification in the “levo” phase will always be 
less than that in the “‘dextro”’ phase. 

Other factors may intervene in the same manner. 
The principal of these is the left to right shunt through 
a ventricular septal defect. In such cases, a variable 
amount of the contrast medium passes into the right 
side of the heart and the pulmonary artery, causing a 
lesser amount to reach the aorta and, therefore, a 
lesser opacification of the aorta. 

Intravenous angiocardiography is easier to accom- 
plish than aortography. The mortality associated with 
thoracic aortography has been exaggerated. The most 
advantageous positions for the diagnosis of patent 
ductus arteriosus and coarctation of the aorta are the 
left anterior oblique and the lateral. Other anomalies 
may require other projections. The indications for 
thoracic aortography are numerous and comprise two 
groups: those cases that require the use of levoangio- 
cardiography and congenital or acquired lesions that 
can be diagnosed by this method only. The techniques 
most frequently employed are via (1) the left humeral 
artery (Castellanos and Pereiras, 1940); (2) the left 
common carotid artery (Freeman); and (3) the cathe- 
ter introduced into the radial, brachial, or femoral 
artery (Radner, 1948). 

This report is based on the experience of the authors 
with the use of intravenous angiocardiography and 
thoracic aortography at the A. Castellanos Founda- 
tion in the Children’s Hospital, Havana, Cuba and in 
the private practice of Dr. Pereiras since 1939. The 
last 49 patients of the many studied are listed, being 
chosen for special evaluation because they had thoracic 
aortography performed for the purpose of comparison 
with levoangiocardiography. 

—Frank L. Hussey, M.D. 


Twenty-Five Years of Progress in Gastrointestinal 
Radiology. F. E. Tempiteton. Am. 7. Digest. Dis., 
1959, 4: 661. 


IN THE PAST 25 YEARS equipment and technique have 
played an important part in advancing radiology. 
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Clearer images produced by the small focal spots of 
the rotating anode tube demanded a new approach to 
tube construction and cooling. Shock-proofing through 
oil emersion of tubes and transformers; the develop- 
ment of high-tension insulating cables; the fine-line 
grid, with or without a reciprocal motion; the fluoro- 
scopic table that tilts from a vertical to a steep Tren- 
delenburg position—have all played parts in improv- 
ing the gastrointestinal examination. Spot film ma- 
chines have improved the fluoroscopic and film ex- 
amination of the gastrointestinal tract. Photoelectric 
timing appeared in the thirties and is now considered 
an essential part of any spot film machine and valuable 
in other phases of diagnostic radiology. Rapid serial 
filming devices and motion pictures have both in- 
creased in popularity during the past 10 years. The 
image-intensifier was introduced in 1948 and has fan- 
tastic possibilities. High kilovoltage is now available 
in the present day equipment. It cuts the amount of 
radiation needed for an exposure. In the study of the 
colon this has been of especial value. Electronic 
switches have been developed to time rapid ex- 
posures. 

Contrast media have not improved as much as re- 
cording methods. Dual contrast agents for the-exam- 
ination of the gallbladder have been introduced and 
improved. Intravenous dye for showing the biliary 
tract has come to be an accepted material for its value 
in this type of examination. Barium sulfate is still the 
standby in the study of the gastrointestinal tract. 
Iodized oils have not proved satisfactory in gastro- 
intestinal studies. Water soluble dyes injected directly 
into the gallbladder and biliary tract before and after 
surgery have been of diagnostic value. Drugs are used 
to aid the gastrointestinal examination and their use 
will expand. By timing exposures with the act of 
deglutition, it is possible to obtain still views of the 
pharynx in any stage of deglutition. Air studies of the 
pharynx have been of added value in the study of 
changes in the outline of the walls from infiltrating 
neoplasms, inflammation, paralysis, and scleroderma. 
Barium studies of the esophagus remain the best aver- 
age method to determine the outline and function as 
well as any pathologic condition present. While 
varices can often be detected by having the patient 
swallow barium, contrast material injected directly 
into the spleen with serial films may be superior. The 
remaining portions of the gastrointestinal tract are 
best studied by appropriate timing plus the use of the 
double contrast and the spot and pressure techniques. 
Many specific examples are detailed. 

—Frank L. Hussey, M.D. 


Hypotonic Duodenography (La duodénographie hypo- 
tonique). P. J. Kesrens. Acta. chir. belg., 1959, 51: 
346. 


THE AUTHOR DESCRIBES the technique of hypotonic 
duodenography introduced by Liotta in 1953 as an 
aid in diagnosing lesions of the pancreas and gives a 
preliminary report of personal experiences. 

The importance of accurate intubation of the duo- 
denum is stressed; the tip of the tube should be placed 
exactly at the junction of the first and second portions 
of the duodenum. Hypotonia is obtained by drugs 
and air insufflation. Ten minutes before the examina- 
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tion the patient is given an intramuscular injection of 
20 mgm. of a synthetic anticholinergic (antrenyl). At 
the same time, the duodenal musculature is paralyzed 
by instillation via the tube of 10 ml. of a viscous solu- 
tion of xylocaine. About 500 ml. of a suspension of 
barium is then introduced under some pressure with 
a syringe. This necessitates having the olive (expanded 
portion) of the tube so placed that it obstructs the 
pylorus, since paralysis of the duodenum per se is in- 
adequate. A series of films in different positions is 
then taken. Finally, air is insufflated and the series of 
films is repeated to obtain detailed visualization of the 
duodenal mucosa. 

Seven excellent photographs are presented to 
demonstrate the normal duodenum with its regular 
convexity situated to the left of the border of the 
second dorsal vertebra; diffuse pancreatitis, showing 
diffuse enlargement of the head of the pancreas and 
inflammatory changes in the duodenal mucosa; chron- 
ic pancreatitis with enlargement of the head of the 
pancreas, partial stenosis of the second portion of the 
duodenum, and irregularity of the duodenal incisura; 
carcinoma of the head of the pancreas with irregular 
displacement of the duodenal wall with minute spicules 
probably representing duodenal invasion; tumor of 
the body of the pancreas with extension to the head 
and a rectilinear and laterally displaced second por- 
tion of the duodenum; and metastatic tumor of pan- 
creas with a rectilinear duodenal wall with small 
punched out areas. 

The author expresses the hope that this technique 
will make possible earlier diagnosis of tumors of the 
ampulla of Vater and a greater chance for surgical 
cure. —Edwin 7. Pulaski, M.D. 


The Duodenopancreatic Reflux Under Fluoroscopy 
and its Clinical Importance (Der duodenopankrea- 
tische Reflux im Roentgenbild und seine klinische 
Bewertung). F. Kun~mann. Miinch. med. Wschr., 1959, 
101 :1250, 


THE AUTHOR DESCRIBES his technique of filling the 
pancreatic duct and its usefulness in clinical diag- 
nosis of pancreatic disease. He mentions that it has 
been known for a long time that the pancreatic duct 
can be demonstrated as a narrow strip in routine 
examination of the gastrointestinal tract. This can be 
chiefly accomplished with the patient lying on his 
right side. As the occlusion of the duodenal papilla 
grows with the degree of intraduodenal pressure, the 
assumption of an organic or functional disorder of the 
occlusion mechanism of the papilla is justified in any 
retrograde contrast filling of the pancreatic duct dur- 
ing the examination. 

By means of a sketch the author shows by which 
technique it was possible to demonstrate the duct and 
also the accessory pancreatic duct. On the basis of the 
roentgenogram it is assumed that, in the case of fail- 
ure of the duodenal papilla, additional occlusion 
mechanisms operate by formation of fold walls. It was 
also possible to procure a reflux of contrast substance 
from the choledochus into the pancreatic duct by 
means of intravenous choledochography. 

The fact that the flow of duodenal content or bile 
into the pancreatic duct plays an important part in 
the origin of intracanalicular pancreatitis has often 
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been emphasized by clinicians and pathologists. The 
author states that for the transduodenal roentgeno- 
graphic demonstration of the pancreatic duct three 
techniques are at present available: 

1. The routine technique for roentgenographic ex- 
amination of the gastroduodenal tract may be used. 
This technique seldom demonstrates the pancreatic 
duct. 

2. One can increase the percentage of demon- 
strated pancreatic ducts if, during the examination, 
after having studied the mucosal pattern of the 
stomach and duodenum, one gives the patient a big 
dose of barium and turns him on his right side. This 
method increases not only the number of demon- 
strated duodenal diverticula but also the number of 
pancreatic ducts filled with the contrast medium. 

3. As the third method, after the routine examina- 
tion of the upper gastrointestinal tract and as the 
amount of barium that passes into the duodenum 
increases, the compression conus is placed a little 
below and toward the left of the horizontal part of the 
duodenum and is pushed obliquely upward and 
toward the right. With the increasing pressure in the 
duodenal lumen, in the case of a normal papilla, the 
author has never seen a retrograde filling of the 
pancreatic duct; this demonstrates that the reflex 
occlusion mechanism of the papilla is intact or that it 
fails by increased intraduodenal pressure and so gives 
the opportunity for the duodenopancreatic reflux. 

The author believes that it is quite worth the time 
spent to demonstrate the reflux as an aid in the 
diagnosis of pancreatic disease. 

—Hellmut Mattheis, M.D. 


Radiographic Exploration of the Pancreas by a Trans- 
verse Stratigraphic Technique (L’exploration radio- 
logique du pancréas par stratigraphie axiale transverse ). 
M. Levrart and P. Bret. 7. chir., Par., 1959, 78: 59. 


A TECHNIQUE of roentgenographic visualization of the 
pancreas is described. The stomach is distended with 
an opaque medium. A retroperitoneal injection of 
1,000 to 1,200 ml. of oxygen is made by precoccygeal 
puncture. The patient is then placed in a sitting posi- 
tion over a revolving film holder and a series of 
laminagrams is made through the patient’s body to 
visualize the level of the pancreas. The technique is 
called transverse stratigraphy. 

More than 500 examinations have been made by 
this method. More than 200 observations have been 
made in patients with pancreatic disease. 

After 5 years’ experience the authors believe that 
the method is useful in distinguishing between a nor- 
mal and an abnormal pancreas. Valuable information 
can be obtained regarding the size of the pancreas. 
The method is particularly useful in the diagnosis of 
pancreatic tumors. | —Frederick W. Preston, M.D. 


Roentgenologic Aspects of Congenital Malformations 
of the Uterine Cavity; Study of 650 Cases (Osserva- 
zioni sulle malformazioni congenite della cavita uterina 
e sul loro quadro radiologico; studio morfologico- 
statistico su 650 casi.) FRANco Marnotpt. Riv. ital. 
gin., 1959, 42: 126. 


Firry-Four cases of congenital anomaly of the uterus 
have been studied with reference to the findings on 
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hysterographic examination. These cases are a part 
of a total of 650 hysterographic examinations per- 
formed from 1939 to the present time on the author’s 
service at the University of Bologna, Bologna, Italy. 

These 54 uterine anomalies were classified as fol- 
lows: 4 cases of duplicate uterus, 4 of uterus unicornis, 
25 of uterus with bifid cavity, 2 of uterus septus, and 
19 of uterus arcuatus. The first 2 groups (cases 1 to 8) 
were not evaluated statistically since they were too 
extreme to be measured as indicated. In the remain- 
ing 44 cases various measurements of the uterine 
image were made. A description of the technique used 
and illustrative hysterograms are included in the 
original article. On the whole, in the study of ste- 
rility, these geometric measurements permit satisfac- 
tory differentiation between normal uteri and those 
which are malformed, particularly in lesser degrees 
of malformation. 

The history of menstrual disturbances in general 
corresponded to the gravity of the malformation pres- 
ent, that is, the disturbances were most pronounced 
in the patients with the severest malformations 
(group 1) and rather consistently less pronounced in 
groups 2, 3, 4, and 5. 

With regard to pregnancies occurring prior to the 
examination paradoxical behavior was encountered; 
more pregnancies had occurred in the group with the 
most severe malformations (group 1) than in those 
with the least severe ones (group 5). This paradoxical 
finding may, however, be tentatively explained on 
the basis of the degree of development of the cornua, 
the cornua in the uteri in group 1 tending to be 
roomy and well formed, and in the fact that irregu- 
larities of outline of the cornual image were just as 
frequent and severe in group 5 (uterus arcuatus) as 
in the more severely deformed group 1 (bifid uterus). 
The record of pregnancies was, as would be expected, 
not very favorable; most of these pregnancies ended 
in abortion and there was only one pregnancy in the 
entire series that progressed to full term. 

The incidence of congenital uterine malformation 
in the 650 hysterographic examinations was 8.3 per 
cent; however, it should be noted that, on the basis 
of the geometric roentgenologic study reported, some 
cases of mild uterus arcuatus may have been excluded. 
Thus, considering only the pathologically malformed 
conditions, the less severely malformed group 5 com- 
prised only 35 per cent of the 54 cases, whereas the 
bifid uteri of group 1 comprised 46 per cent, the 
remaining 19 per cent being divided among the 
remaining groups. — John W. Brennan, M.D. 


The Contribution of Pneumopelviography to the 
Diagnosis of Malformations of the Internal Female 
Genital Tract, and a Discussion of the Stein-Leven- 
thal Syndrome (Sul contributo della pneumopelvi- 
grafia alla diagnosi delle malformazioni dell’apparato 
genitale interno femminile ed allo studio della sindrome 
di Stein-Leventhal). Apr1ANo BompIAni and Luicr R1- 
GAT. Ann. ostet. gin., 1958, 80: 1114. 


THE REPORTED STupy is based on the analysis of the 
gynecologic abnormalities characterized for the most 
part by functional disturbances. The patients on 
whom the conclusions are based have been studied 
by means of pneumopelviography for almost 2 years. 
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This has given the authors ample opportunity to see 
how this procedure may be of help in bringing to 
light such malformations of the female genitalia as in 
the Stein-Leventhal syndrome. 

The technique of pneumopelviography is well 
known by most roentgenologists and makes use of 
insufflation of the peritoneal cavity with about 500 c.c. 
of oxygen while the patient is in the prone and Tren- 
delenburg positions. No untoward incidents have been 
reported in over 100 pneumopelviographies. 

The following abnormalities have been noted: 
double uteri, total or partial agenesis of the uterus, 
hypoplastic uterus, and the anatomic characteristics 
typical of the Stein-Leventhal syndrome. This is 
concisely described as being a rather rare but not ex- 
ceptional symptom complex generally consisting of 
hirsutism, moderate obesity, amenorrhea, sterility, 
bilateral polycystic ovaries, thickening of the theca, 
and hypertrophy of the tunica albuginea. Pneumo- 
pelviography clearly demonstrates the increased size 
of the ovaries, both uniform and asymmetrical. The 
method is particularly useful when the conventional 
gynecologic examination is unsatisfactory because of 
excessive adiposity, hypertonicity of the abdominal 
wall, and intact hymen. This ability to visualize the 
ovaries is of help in deciding whether to operate or to 
attempt a cure by means of hormonal treatment 
aimed at increasing ovarian response to the gonado- 
tropic hormones. 

The patients reported are from the obstetrics and 
gynecology clinics of the University of Milan, Italy 
where this roentgenographic technique has been 
applied in demonstrating 4 patients with uterus 
bicornis unicollis, 4 with agenesis of the internal 
genital apparatus, 3 with marked uterine hypoplasia, 
and 2 with the Stein-Leventhal syndrome. ‘These last 
2 have been observed both before and after therapy. 
The value of pneumopelviography is made apparent 
when comparisons are made with the usual gyneco- 
logic examinations and with anatomic findings ob- 
served at operation. As a result, both authors believe 
that they are fully justified in stressing the advantage 
of their method in ascertaining the various mal- 
formations of the female internal genital tract and of 
the Stein-Leventhal syndrome. 

—Vincent Ippolito, M.D. 


MISCELLANEOUS 


Modification of Late Radiation Injury with L-Tri- 
iodothyronine. Arvin S. GLicksMAN, RuLon W. 
Rawson, and James J. Nicxson. Radiology, 1959, 73: 
178. 


In 1896 the first cases of radiation dermatitis and epi- 
lation were observed. By 1902 radiation-induced can- 
cer was reported. By 1910 the histopathology of late 
radiation changes had been documented. 

With the exception of splenic and bone marrow 
transplants and their variants, no agent has been 
found that will modify radiation damage materially. 
The presence of such agents as cysteine, glutathione, 
cystamine, and AET at the time of irradiation ap- 
pears to be necessary. There is some evidence that 
most of these protect against only one facet of the 


postirradiation syndrome, that is, the causes of death 
from the ninth to the thirtieth day. Mice so protected 
may have a decreased life span. Renal disease ap- 
pears to be the most frequent cause of death in these 
initially protected animals. 

Attempts to alter established damage in patients 
have been sporadic and frustrating. Supportive meas- 
ures, such as transfusion for aplastic anemia or re- 
moval of severely damaged skin and underlying tis- 
sues followed by skin grafting, are fairly routine. 
ACTH and cortisone were studied at one time be- 
cause of their known suppressive effect on connective 
tissue reaction to other injurious stimuli, with the 
hope that this effect might also be seen after irradia- 
tion. Unfortunately neither the animal experiments of 
Karnofsky nor the human studies of Chu and asso- 
ciates afforded any evidence of beneficial effect. 

Initially it was noted by members of our group that, 
in patients with carcinoma of the thyroid who had 
severe radiation change of the skin and subcutaneous 
tissues, the production of hyperthyroidism seemed to 
produce a beneficial effect on the postirradiation 
changes. This report will deal with a clinical study 
initiated in 1953 to explore the role of exogenous 
thyroid hormones in the management of established 
radiation damage. 

The drug selected for this study was 3,5,3’-L-tri- 
iodothyronine because of the rapidity of its action as 
well as the promptness with which it is excreted by 
the body. Seventy-five patients have been traced in 
the radiation damage clinic in the intervening years, 
69 of whom were treated for sufficiently long periods 
to warrant evaluation of the effect of 3,5,3’-L-tri- 
iodothyronine. Six patients received only placebo 
medication. The patients were started on 25 pgm. of 
3,5,3’-L-tri-iodothyronine twice a day. One week 
later, if this dose was well tolerated, the amount was 
increased to 25 ygm. three times a day. At the end of 
another week, if the patient showed no evidence of 
intolerance to the drug, the dosage was raised to 50 
ugm. twice daily and the patient was seen 2 weeks 
later. If there were still no signs of intolerance, a fur- 
ther increase was made to 50 ygm. three times a day 
for 10 days and then to 100 pgm. twice a day for the 
remainder of treatment. An attempt was made to 
keep the patient at a 200 ygm. level or the highest 
tolerated level. 

Of 33 patients with ulcerations of the skin and sub- 
cutaneous tissues 2 to 20 years postirradiation who 
received active drug treatment for periods long 
enough to warrant evaluation, 10 showed an excellent 
improvement, 18 a good improvement, 4 a fair im- 
provement, and 1 was made worse. Of 16 patients 
with late irradiation fibrosis, 4 showed an excellent 
response, 7 a good response, 2 a fair response, and 3 
had nochange. Of the patients with pulmonary fibro- 
sis who were traced, 1 showed a good response, 1 
showed a fair response, and 2 showed no change. Of 
the patients with damage existing from 2 to 30 years, 
well over half have shown good to excellent response 
to tri-iodothyronine therapy, indicating that late 
radiation changes exist in a dynamic state and that it 
is possible to modify them by altering the metabolism 
of the damaged tissue. —Frank L. Hussey, M.D. 


CL 


M 
CA 
Th 
t 
q 
bi 
twe 
“th 
pro 
po 
exz 
onl 
lesi 
of | 
py! 
sto 
spe 
of: 
the 
Flog 
cer 
be 
op 
res 
| ». 
she 
ce} 
pes 
gal 
wo 
Ge 
] 
Be 
pre 
col 
ho 
sy! 
we 
ter 
syr 
CO! 
res 
in 
me 
Th 
ske 


of death 
rotected 
“aS€ ap- 
in these 


patients 
meas- 
a or re- 
ying tis- 
routine. 
ime be- 
nective 
vith the 
irradia- 
nents of 
id asso- 
ect. 

up that, 
ho had 
taneous 
to 
idiation 
al study 
genous 
iblished 


5’-L-tri- 
ction as 
eted by 
aced in 
years, 
periods 
s’-L-tri- 
placebo 
ugm. of 
e week 
unt was 
> end of 
ence of 
d to 50 
2 weeks 
>, a fur- 
sa day 
for the 
1ade to 
highest 


nd sub- 
on who 
ls long 
xcellent 
fair im- 
patients 
xcellent 
, and 3 
y fibro- 
onse, 1 
nge. Of 
) years, 
esponse 
at late 
| that it 
abolism 
M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Theory of Biologic Predeterminism and Its Ques- 
tionable Usefulness and Validity as a Medical Tool. 
Louts J. Norxin. Canad. M. Ass. 7., 1959, 81: 190. 


THE AUTHOR accepts a definition by MacDonald of 
“biologic predeterminism”’ as biologic balance be- 
tween host and neoplasm, with its implication that 
“the greater the duration of symptoms, the better the 
prognosis; the shorter the duration of symptoms, the 
poorer the prognosis.” The purpose of this article is to 
examine this concept with reference to gastric lesions 
only. 

The author points out that the location of a gastric 
lesion is of great importance with respect to the time 
of onset of symptoms, as in a carcinoma in the pre- 
pyloric area as contrasted to one in the cardia of the 
stomach. 

The author suggests that a more useful concept in a 
specific instance would involve not only the duration 
of symptoms but also the area involved by the lesion, 
the grade of its malignancy, and perhaps the immuno- 
logic factors present in each specific patient. 

The author also points out that from 15 to 30 per 
cent of apparently benign gastric ulcers are found to 
be malignant at operation and goes on to justify early 
operation on patients in whom the ulcers do not 
respond rapidly to conservative therapy. 

The author believes that, although the philosophic 
merits of biologic predeterminism may be granted, 
should this concept become widely known and ac- 
cepted, especially with respect to gastric lesions, the 
pessimism deeply rooted in general practitioners re- 
garding the value of surgery for cancer of the stomach 
would be undesirably reinforced. 

— John H. Schneewind, M.D. 


Genes on the Y Chromosome Influencing Rate of 
Maturation in Man. J. M. TANNER, A. PRADER, 
H. Hasicu, and M. A. Fercuson-Smitu. Lancet, Lond., 
1959, 2: 141. 


BEGINNING EARLY in intrauterine life, girls show a 
progressively increasing rate of skeletal maturation 
compared to boys; this condition extends into adult- 
hood. To evaluate possible causes for this difference, 
the skeletal ages of 27 persons with Klinefelter’s 
syndrome and 9 children with Turner’s syndrome 
were investigated. The children with Klinefelter’s 
syndrome, who had an XXY chromosomal pattern, 
tended to mature skeletally at a rate similar to normal 
males, with an XY pattern. Children with Turner’s 
syndrome, with an XO pattern, matured at a rate 
comparable to females, with an XX pattern. 

It is concluded that genes of the Y chromosome are 
responsible for the retardation of skeletal maturation 
in the male, apparently by influencing the develop- 
ment of the testis in the seventh intrauterine week. 
The testis may play a significant role in retarding 
skeletal maturation. 


Since the children with Klinefelter’s syndrome, 
and the XXY pattern, tend to have a more feminine 
build and lack the masculine muscularity of normal 
XY children, it is also concluded that the difference 
in muscularity between male and female, even before 
puberty, is not the result of Y chromosome action, but 
rather is due to a double dose of inhibition of muscular 
differentiation and development by the XX chromo- 
some pattern. —Stanley W. Tuell, M.D. 


The Variability of Extracellular Fluid Space (Su- 
crose) in Man During a 24 Hour Period. RicHarp 
E. Pererson, James J. O’Toore, and M. 
KirKENDALL. 7. Clin. Invest., 1959, 38: 1644. 


A CALIBRATED SUCROSE INFUSION TECHNIQUE with 
extracellular fluid volume (EFV) calculated by the 
difference method has been described and evaluated 
in 17 studies of 10 to 24 hours’ duration. 

Indirect evidence is provided that parenterally 
administered sucrose is metabolized in man. An em- 
pirically satisfactory correction for the rate of sucrose 
metabolism has been applied to the calculation of 
EFV by the difference method and compared with 
EFV calculated by the postinfusion recovery method. 

The extracellular fluid volume, as measured by 
the calibrated infusion difference method, has been 
observed to exhibit frequent variations of significant 
magnitude in control subjects, and it is considered 
reasonable that these measurements describe real 
fluctuations in EFV. 

A 6 hour sucrose infusion usually describes the 
mean EFV of an individual, but probably does not 
describe the normal variability of EFV changes for 
the individual. This variability of EFV demonstrates 
the complexity of the equilibration problem for any 
test molecule used in similar techniques and the 
difficulty in comparing EFV measured by different 
techniques. 

There is need for the development of a better tech- 
nique to verify and measure precisely the changes in 
EFV as reported here. — John 7. Maloney, M.D. 


Consideration of Cystic Fibrosis in Adults, with a 
Study of Sweat Electrolyte Values. Eric M. PEerer- 
son. J. Am. M. Ass., 1959, 171: 1. 


Cystic FIBROSIS is a disease characterized by pancre- 
atic insufficiency with cylindrical bronchiectasis and 
occurs in adults as well as in children. The primary 
defect is a dysfunction of the exocrine glands such 
that the secretions of the glands contain abnormal 
concentrations of chloride and of sodium. The sweat 
test for these electrolytes has been found to be the best 
diagnostic test of cystic fibrosis. It consists in the de- 
termination of the chloride and sodium concentra- 
tions in sweat collected on small cellulose sponges 
sealed against cleansed areas of skin. The chloride and 
sodium determinations were made and reported in 
terms of mEq./L. 

In this series 262 persons were tested. The con- 
centrations of chloride and sodium in patients with 
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cystic fibrosis were always abnormally elevated, being 
above 69 mEq. of chloride and 79 mEq. of sodium, 
whereas the normal range is 30 to 40 mEq. of chloride 
and 35 to 49 mEq. of sodium. The disease is primarily 
a respiratory illness but has additional manifestations 
in other organs due to the abnormal exocrine secre- 
tions. — Miriam Miller, M.D. 


Clinical Aspects of Aging Connective Tissues. EDGAR 
M. Bick. Bull. N. York Acad. M., 1959, 35: 547. 


THE AUTHOR STUDIED the structure of musculoskeletal 
connective tissue by obtaining sections of fascia lata 
from a group of patients ranging in age from 13 to 89 
years who were undergoing surgical intervention for 
lesions not directly involving this tissue. Histologic 
sections were stained with Van Gieson, Schiff, and 
Verhoeff stains. 

The only specific microscopically noted change in 
the fascia sections of the older age group was found in 
the elastic fibers. These showed a strong though vari- 
able tendency toward coarsening and fragmentation. 
This manifestation of the aging process tends to ex- 
plain partly the prolonged disability seen in traumatic 
lesions of the locomotor apparatus, which is con- 
nected, either directly or indirectly, to some part of 
the connective tissue system in the older patients so 
afflicted. The author is of the opinion that such lesions 
of aging connective tissue can be gainfully influenced 
by proper rehabilitation procedures. Since the elderly 
patients have a less resilient connective tissue, forcing 
or urging postdisability restoration of function by the 
addition of weights is apt to place undue strain on the 
inelastic periarticular or perimuscular parts, defeating 
its own purpose. 

The author therefore advises encouraged daily in- 
creases in purposeful activity which will result in a 
more rapid recovery with less discomfort to the 
patient. — John 7. Hudock, M.D. 


Cancer and Coronary Artery Disease 
Day Adventists. Ernest L. WynpeR, FRANK R. 
Lemon, and Irwin J. Bross. Cancer, 1959, 12: 1016. 


THE AUTHORS studied the records of 11,714 patients 
from eight hospitals under the supervision of the 
Seventh-Day Adventists. The Seventh-Day Adventists 
do not smoke or drink since their religion prohibits 
these activities. Thus the authors were able to com- 
pare the relationship of alcohol and tobacco to cancer 
and heart disease in this group. 

An analysis of 5,339 patients with cancer revealed 
an eight times lower incidence than expected in 
cancer of the lung, mouth, larynx, and esophagus 
among the Seventh-Day Adventists. The sex ratio of 
these cancers among Seventh-Day Adventists was 
unity, holding true even in a population group living 
in a city with an air pollution problem, such as Los 
Angeles. Cancer of the bladder in men and cancer of 
the cervix in women occurred with less frequency in 
Seventh-Day Adventists than among other religious 
groups. 

Other primary cancers occurred statistically with 
the same frequency among Seventh-Day Adventists 
as among other religious groups, with a generally 
lower figure than expected among the Seventh-Day 
Adventists. 


Coronary artery disease and myocardial infarction 
were studied in 6,475 patients. It was noted that the 
occurrence of these diseases was similar for Seventh- 
Day Adventist women and women of other religious 
groups. However, the male Seventh-Day Adventists 
showed a significantly lower rate than did other men. 
Myocardial infarction also occurred at a later age 
than in other men. Thus the authors conclude that 
smoking may play a part in precipitating myocardial 
infarction and symptoms of coronary heart disease, 
especially in individuals less than 60 years of age. 

—John Hudock, M.D. 


Effect of Phenylacetic Acid on the Carcinoid Syn- 
drome. M. SANDLER, ALAN Davies, and C. Riminc- 
TON. Lancet, Lond., 1959, 2: 318. 


THE PRODUCTION of 5-hydroxytryptamine, serotonin, 
by carcinoid tumor has been well attested, and there 
is considerable evidence to show that this amine plays 
a major part in the pathogenesis of the syndrome 
associated with a large mass of tumor tissue. Although 
the basic therapeutic problem is that of cancer in 
general, patients with this particular neoplasm may 
survive for many years, during which time they are 
incapacitated by severe diarrhea and flushing attacks. 

Most attempts at symptomatic relief have been 
based on the problem of finding an antimetabolite to 
compete with serotonin and block its receptor sites. 
These have invariably proved ineffective in treatment. 

Another approach at relieving the symptoms of 
carcinoid would be to attempt to limit the local pro- 
duction of serotonin, 5-H.T., within the tumor tissue 
itself. Since serotonin is elaborated from tryptophan, 
via 5-hydroxytryptophan, 5-H.T.P., and as the hy- 
droxylating enzyme has not yet been isolated, any 
attempt at controlling serotonin synthesis must at 
present aim at the inhibition of 5-H.T.P. decarboxy- 
lase. Recent investigators have shown inhibition in 
vitro by a group of aromatic acid metabolites of 
phenylalanine, and other workers have shown that 
these compounds have an in vivo inhibitory action as 
well. Sandler and Close, in 1959, administered one of 
these metabolites, phenylacetic acid, to a patient with 
a serotonin-secreting carcinoid and obtained bio- 
chemical data which seemed to justify a trial of this 
relatively nontoxic substance in the carcinoid syn- 
drome. 

The authors report results of the administration of 
phenylacetic acid to 5 patients with carcinoid syn- 
dromes. In 3 of these patients there was a decreased 
output of 5-hydroxyendoacetic acid, 5-H.I.A.A., 
which is the major metabolite of serotonin appearing 
in the urine. There was, however, no symptomatic 
relief of flushing attacks or diarrhea. 

— Wayne F. Cameron, M.D. 


Preventive Implications of a Study of 100 Children 
Treated for Serious Burns. Gorpon D. JENSEN. 
Pediatrics, 1959, 24: 623. 


Tus srupy was undertaken in an effort to determine 
the epidemiology of burns in children in the city of 
Seattle, Washington, a city of approximately 500,000 
population. The study is based on 100 patients with 
burns admitted to the hospital during a 17 year 
period from October 1941 through March 1958. 
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Ninety-three per cent of the burns occurred in 
white patients and the remainder in nonwhite pa- 
tients; this compared with the expected distribution 
in the city according to the 1950 census. 

The youngest child in the group was 2 months of 
age and the oldest 9 years of age. The greatest number 
of burns, however, occurred in males from 6 to 18 
months of age. 

Analysis of the data revealed no statistical signifi- 
cance with respect to the day of the week in which 
the burn occurred or the season of the year in which 
the burn occurred. 

A significantly greater number of burns occurred 
in the kitchen, 62 known cases in this series. It was 
of interest that the parent was more often in the room 
with the child than out of the room at the time the 
burn injury was sustained. 

The spilling of hot coffee and tea was the leading 
cause of the burns. The incidence of the clothing 
catching fire was very low, only 6 cases in this series, 
and this differs markedly from the experience of a 
British group. 

Eighty-five per cent of the burns were considered 
preventable in those cases in which enough details 
of the accident were known to make such an assess- 
ment possible. Practical use can be made of this 
knowledge by the physician and the family in the 
prevention of burns. — John H. Davis, M.D. 


Pathogenesis of Traumatic Uremia, a Revised Con- 
cept. Simon Sevirt. Lancet, Lond., 1959, 2: 135. 


TUBULAR NECROSIS has been accepted as the cause of 
acute renal failure after severe trauma. However, 
this explanation seems unsatisfactory, for it fails to 
account for nonoliguric cases of uremia, the occa- 
sional case without any necrosis, and for the composi- 
tion of the urine, particularly the low sodium, the 
high potassium, and the lack of sugar. 

Nonoliguric renal failure is due to a diminished re- 
absorption of water to a degree that balances the 
diminished formation of filtrate from the glomeruli. 
Whether oliguria is present or not, the urine in renal 
failure shows low concentrations of sodium and 
chloride and a high potassium content. 

Though tubular necrosis is commonly found in 
patients with acute renal failure, the association is 
not invariable. Either one may be found without the 
other. Thus, it is unlikely that tubular necrosis is 
actually the cause of renal failure. Rather, there are 
pathogenetic factors common to both, related to the 
antecedent trauma. Renal ischemia from vasocon- 
striction is probably one of these common factors. 
Renal ischemia causes a low glomerular filtration 
rate, another factor in azotemia and tubular necrosis. 

‘““Heme pigments” are considered as subsidiary 
factors, aggravating the subclinical renal failure to 
a greater degree. Hemoglobinuria is common in 
patients with renal failure after severe burns. 

When tubular necrosis is present, some nephrons 
are invariably spared. The involved nephrons form 
little or no urine. In the functioning nephrons, there 
is a lower glomerular filtration rate, and this results 
in a lower volume of filtrate. Oliguria is prevented for 
a time by diminished reabsorption of water, but when 
the decrease in filtration rate outweighs the dimin- 
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ished reabsorption, oliguria ensues. The altered 
electrolyte composition is present even before 
oliguria. After oliguria, the hazards of water retention 
are added to those of electrolyte imbalance already 
encountered in the patient in renal failure. 

—Stanley W. Tuell, M.D. 


Lipoblastic Tumors of Children. Suirtey L. Kaurr- 
MAN and ARTHUR Purpy Strout. Cancer, 1959, 12: 912. 


TWENTY-SEVEN LIPOBLASTIC TUMORS in children age 
1 to 15 are reviewed. Eight of these tumors were 
lipomas. The congenital nature of some of these is 
illustrated by their presence at birth in 4 of the chil- 
dren. Seven of the 8 lipomas arose in the connective 
tissue. The other tumor occurred in the hip joint and 
was excised. 

Two hibernomas, 4 lipoblastomas, and 13 lipo- 
sarcomas are also described. It is evident that truly 
malignant lipoblastic tumors in children are very 
rare, since besides the 13 in this group only 15 others 
have been reported in the literature. They occur in 
two general age groups: the very young and the ado- 
lescents. In the infant, the tumor is apt to be well 
differentiated; both of the poorly differentiated tumors 
and the one reported case of metastasizing liposar- 
coma occurred in children more than 7 years of age. 
In the reported case, the tumor metastasized by way 
of the blood stream and no tumor was found in the 
lymph nodes. The prognosis after local excision of the 
well differentiated type is good; recurrence has taken 
place in only 2 of the 11 cases with adequate follow- 
up data. The duration of follow-up in the 2 cases of 
poorly differentiated tumors is too short to be signifi- 
cant. —Ernest D. Bloomenthal, M.D. 


Treatment of Malignant Tumors of the Extremities by 
Perfusion with Agents. Epwarp 
T. Krementz, Oscar CREECH, JR., Ropert F. Ryan, 
and Jack Wickstrom. 7. Bone Surg., 1959, 41-A: 977. 


CHEMOTHERAPY is now commonly used in the treat- 
ment of malignant disease. In an effort to limit the 
toxic effects of chemotherapy and to obtain the bene- 
ficial effects of larger dosage, the authors have de- 
veloped a method whereby the tumor bearing area 
can be isolated and perfused with the chemothera- 
peutic agent. This article reports their experiences 
with the method. 

The method has been used in the treatment of 73 
patients with malignant disease. Among these were 
17 patients with malignant melanoma, 17 with sar- 
coma, and 3 with carcinomas involving the extremi- 
ties. 

The technique for use in the lower extremities is 
briefly as follows. The common femoral artery and 
vein are exposed under anesthesia just below the in- 
guinal ligament. Both vessels are cannulated with 
polyethylene catheters. These are attached to an 
extracorporeal circuit consisting of two TM-4 sig- 
mamotor pumps and a bubble dispersion oxygenator. 
The circuit is primed with 500 c.c. of fresh citrated 
blood to which 20 mgm. of heparin have been added. 
A tourniquet, passing about the gluteal fold and over 
the crest of the ilium is drawn tight above the cathe- 
ters. The chemotherapeutic agent is then added just 
proximal to the arterial pump head. 
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Drugs and dosage used are: 


Nitrogen mustard........ 0.8 mgm./kgm. body 
weight 
Phenylalanine mustard....1.5 mgm./kgm. body 
weight 
Achnoemycin D. 0.05 mgm./kgm. body 
weight 
Triethylene 
thiophosphoramide.... . 0.8 mgm./kgm. body 
weight 
20 mgm./kgm. body 
weight 


Forty-five perfusions have been performed in 37 
patients with malignant lesions in the lower extremi- 
ties. It was impossible to evaluate the results of treat- 
ment because of the short time the study has been in 
progress. Instead, the present status of the patients 
has been presented. All patients have had far ad- 
vanced but regionally confined disease, not amenable 
to conventional methods of treatment. 

Among the patients with malignant melanoma, 14 
had their lesions in the lower extremity and 3 in the 
upper extremity. Three patients are dead, 3 have 
recurrent disease, and 7 are quiescent. In 4 of these 
patients, perfusions were performed as an adjunct to 
surgery. Phenylalanine mustard was the agent used 
except for two perfusions with it and triethylene 
thiophosphoramide and one with the latter chemo- 
therapeutic agent alone. 

Twenty perfusions were given to 17 patients with 
sarcoma of the extremities, 10 in the lower and 7 
in the upper extremity. Nitrogen mustard was used 
in 10; phenylalanine mustard in 6; both phenyl- 
alanine mustard and triethylene thiophosphoramide 
in 2; and actinomycin D and 5-fluorouracil in 1 each. 
Perfusion was used as an adjunct to surgery in 4 pa- 
tients. One of these is dead, 1 has a quiescent lesion, 
and 2 have controlled lesions. Of the 13 patients who 
received palliative perfusions, 5 are dead. Of those 
alive, 4 have had regression with recurrence; 1 has a 
quiescent lesion, and 3 have controlled lesions. 

Three patients with carcinoma of the extremities 
were treated; 1 had a primary epidermoid carcinoma 


and 2 had metastatic adenocarcinoma. Some local 
improvement was seen, but it is too early to properly 
evaluate the results. 

Complications have been minor and have con- 
sisted in edema, erythema, some nausea and vomit- 
ing, and depression of bone marrow. 

Further studies of the method are in progress with 
alterations such as the use of combined agents, dif- 
ferent dosage, and similar factors. 

— Donald C. Geist, M.D. 


DUCTLESS GLANDS 


Intrathoracic Goiter. F. F. Runpie. West. J. Surg., 
1959, 67: 213. 


DurING THE YEARS 1953 to 1956 mass roentgeno- 
graphic surveys in Sydney, Australia covered nearly 
1,000,000 people, and 194 intrathoracic goiters were 
discovered. Most of these people were asymptomatic 
and relatively few were less than 50 years of age. 
There was an associated cervical goiter in two-thirds 
of the survey patients, and the mass was observed 
on fluoroscopy to move upward during swallowing 
in about 60 per cent of the patients. Diagnostic scan- 
ning after administration of radioactive iodine was 
disappointing, and at times exploration was the only 
method of diagnosis. 

The author suggests that much of the woolly think- 
ing and doubt regarding the classification of intra- 
thoracic goiters has derived from the lack of roent- 
genograms that show the first rib as a clear dividing 
line between the neck and chest. Consequently he 
recommends a lordotic view with the first rib seen 
edge on, as this provides a clearcut dividing line 
between the neck and thorax. At times, maximum 
breathing capacity is decreased, but because of the 
slow progression of tracheal narrowing the patient 
may be curiously unaware that his breathing is 
hampered. 

The author suggests that if there is difficulty in de- 
livering the tumor from the cervical approach, aspira- 
tion of its contents will often make a difficult delivery 
very easy. —Gilbert S. Campbell, M.D. 


| 
( 
( 


